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Pause and Reflections:
An Editorial
by Michael Northcott, Meds '85

To be entirely honest, I have never understood the function of an editorial. If you talk
about the content of the issue , you are typing
a glorified contents page. If you deal with
the difficulties of getting an issue out, you
are being depressing. An editorial is usually
the last item written before publication , at a
time when the editor's nerves have long
since passed into an absolute refractory
period. Why , then , is the editorial the first
word, when it should really be the last word ?
Furthermore , an editorial may be the only
literary endeavor which fewer people read
than write.
Sigl'l ... still another four pages of manuscript to go.
It is customary (at the time of the year this
is written, anyway) to pause and reflect upon
the things for which we are thankful. The
memories of summer are but a distant glow,
the leaves of autumn have blazed , fallen and
are forgotten , and the snows of winter have
yet to reach for us w·ith long, cold fingers. It
is an ebb-tide, however brief , between the
seasons.
What do we have to be thankful for , as
members of the medical profession?
At a time when many people are out of
work o r very unhappy with the job that they
occupy, we enjoy a demanding job which
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challenges us to eliminate or at least alleviate
human suffering. And despite growing fears
of governmental intervention (meddling?)
in matters of health care, there is still a high
level of individual responsibility. Job satisfaction is not easi ly attained these days ;
remember that.
In Ontario , we can be thankful for the
fact that the bad press engendered by the

recent controversy over fee schedules has
died down. There are too many other things
happening around the world for us to stay
outraged over any o ne item for long, I'm
afraid.
As students , we may be thankful for the
prospect of a fine career when we leave
medical school (if we can ever be said to
"leave" medical school , in truth) . Whether
or not there will be a country to come out to
by then , I leave to more knowledgeable souls
to dispute. All kidding aside, it seems these
days that medicine and political interests
are coming into contact (and conflict) more
and more often. This may often be unpleasant,
but in a way we should be thankful for that,
too . Any profession or institution which is
not embroiled in controversy from time to
time is moribund ; it has contracted moral
dry rot.
On a more personal note, I am thankful
that there is life outside of second year Meds
(fo r proof of which I direct you to the class
news) . I am thankful that this issue is going
to the printer tomorrow. And I'm thankful
that it is possible to pull the telephone o ut of
the wall and disconnect the doorbell.
By the way, this is when the next Journal
is coming out.
G'night.

Burnout
by L. L. deVeber, M.D.

The first time I heard the term "Burnout"
was during an informal discussion at the
International Meeting on Palliative Care in
Montreal three years ago. At that time , I
dismissed it as a catch phrase which simply
describes extreme stress on the job. However,
during the next year, I read several clinical
descriptions of burnout in psychology journals
and then watched our dedicated and overworked paediatric oncology social worker
progress through the classical signs and
symptoms until she had to leave. At that
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time, some of us wondered how, and if , the
loss of this valuable employee could have
been prevented .
The Medical Post mentioned burnout
briefly ("The Lingering Flu", December 1,
1981, page 12), noting "You should look in
the mirror since many burnout patients wear
white coats and have a diploma hanging on
the wall". When I asked Donna , my research
assistant, to find articles in the index Medicus,
she found none for 1980-1981 under the
title 'Burnout' although there were some

articles that mentioned burnout under psychological stress and life c hange events. In
striki ng contrast, she was able to find 34
major articles entitled 'Burnout' in the
Culminative Nursing Index for 1980-1981.
Also, of course I was aware that this was a
well-known condition among nurses. Having
told my well-read chairman , Dr. Jim Boone ,
about the lack of articles in the medical
literature , he promptly pointed o ut that the
entire May 1981 issue of Current Problems
in Paediatrics was written o n Burnout by

Dr. Pines, a leading authority on the subject.
Dr. Maslach, who with Dr. Pines, is another
leading authority, described burnout as a syndrome of physical and emotional exhaustion
accompanied by negative attitudes towards
oneself, one's job, and one's patients. Another
definition that I liked was "the progressive
loss of idealism , energy, and purpose experienced by people in the helping professions".
Among those at highest risk are nurses,
doctors, social workers, members of the clergy
and clinical psychologists , psychologists and
teachers. Palliative care and hospice units,
intensive care units , coronary care units,
and psychiatric wards are places where
burnout is noted more commonly. It seems
any situation where high ideals are combined
with prolonged contact with seriously ill or
dying patients predisposes to burnout. Also
it seems, in general, when health care workers
are trying to rise above the technology of
their job to add a component of compassion
or humanity, that they are at highest risk a disturbing thought , I think. Other obvious
predisposing factors are increasing caseload,
added personal and family l?roblems , and
for nurses in large hospitals , mcreasing red
tape bureaucracy that inhibits their initiative
and independence in clinical situations.
The most striking physical symptoms are
insidious exhaustion and fatigue, together
with prolonged respiratory infections with
some question about prolonged stress causing
immune deficiency through selective lymphocyte depletion . Also, one sees weight
loss , anorexia, insomnia , headaches, G.l.
complaints , and eventually increased use of
alcohol and drugs.
The most striking psychological changes
are a gradual loss of interest in work , with a
negative , cynical and dehumanized attitude
both towards patients and towards oneself.
As burnout progresses , resentment , hostility,
paranoia and abnormal behaviour such as
shouting at patie nts develops. Other behaviour changes include increased absenteeism , decreased productivity , indecisiveness,
gradual withdrawing from family, friends ,
and coworkers, and increasing inability to
relax.
The most important feature of these
symptoms is the drastic change from the
person's previous performance , in contrast
to the workaholic , who seems to be happy
on the job and does not suffer ill effects
despite long hours. One dramatic description
of burnout is "a person who resembled a fire
that had gone out, a cold vestige of something
that was once a flame! " The early stages of
burnout are difficult to define but also more
reversible, by short breaks from work,
diversion , such as music or exercise, and
relaxation techniques. By the second level
or stage the person is obviously in trouble ,
but the process can still be reversed by
prolonged weekends off, more persistent
relaxation and diversionary tactics, and by
having a temporary change of occupation
or "time out". By the third level, the person
is almost always inefficient on the job, is
alienated , depressed and may be developing
ulcers , high blood pressure and dependence
on alcohol and drugs. People at this stage
are no longer able to help themselves , are

having severe effects on their family , coworkers , and patients, and require professional assistance. At this stage , the cost can
be very high in terms of loss of valuable
personnel who might have been rehabilitated
by intervention at an earlier stage. In highly
charged units such as Intensive Care Units
a vicious cycle can develop with rapid
turnover of staff leading to increased burnout
of those remaining.
To prevent the latter stages of the syndrome, administrators, and those directing
high risk units have to be aware of the
symptoms of burnout and have support
systems to deal with this. Discussions with
support groups , which may simply mean a
fnend or colleague , are effective . Also ,
allowing the person to take "time out" to do
administration, teaching , etc. , away from
patient contact helps. Also , of course , a
physical exercise program can be quite
effective for some patients. In this regard, a
book called "Rusting Out, Burning Out , and
Bowing Out" written by Professor John
Howard , Dr. David Cuningham , and Dr.
P_eter Rechnitzer has some excellent programs
aimed more at the top business executive
type but with many lessons for health care
professionals.
The article on Burnout in Paediatricians
was particularly close to home and there
may be lessons there for all practitioners
since from my view , paediatricians are less
susceptible to burnout than many other
physicians. Dr. Pines , who wrote the article ,
is a pioneer in the study of burnout, and has
developed a reliable twenty-one item burnout
scale which has been applied to a large
number of nurses and doctors (including
about 352 neonatal intensive care nurses in
one study). She found that guilt and inadequacy about doing a good job were predisposing factors in the paediatric field. Also,
doctors are less likely to quit their job and to
get more advanced burnout than nurses because they have too much invested. Paedi-
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atricians doing more general practice in a
non-academic environment get into difficulty
because of the routine work , lack of challenge,
trying to take on too many patients and
ha vi ng inappropriate training for the type of
patients they see. Those in hospital follow
the more common pattern mentioned previously, i.e. in Intensive Care Units, with
severely ill and dying children . Those in the
academic area suffer from overload of
academic pressures, practice, teaching and

administration . The lowest rate of paediatrician burno ut was found in the Kaiser
Permanente system where physicians have
a minimum of financial pressures and maximum time off, with psychosocial support
systems , and also a chance to vary their
patient load with some more academic
activities. This bro ught out another point in
preventing burnout , that "variety is the stuff
of life and not the spice of life". A common
problem she found in paediatricians was not
having realistic goals and failing to review
the goals from time to time. I note among
physical exercises that squash was a favourite
and , of course, a few of us are trying to carry
this on at the local level!
In conclusion , I believe burnout is a distinct
condition, a particular form of extreme stress
seen in health care professionals which can
end in depression, addiction and other mental
illness. Even if we fail to recognize it in
ourselves , we should look for it in our health
care colleagues and patients. Dr. James Gill,
a Harvard psychiatrist and priest summarized
burnout under four "P's" - that is Possible
Progressive , and Pathetic, but c;n be Pre~
vented.
I would be pleased to supply reference
material for anyone interested, and since
my research was somewhat limited , I would
be most interested if anyone else knows of
references to burnout in the medical literature
(besides Jim Boone!). At least they won't
arrive before we go to press, because if I
have to change this article once more, I may
become a living example of Editorial Burnout.
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Radiology of
Acute Cervical Spine Trauma
by Dean Berthoty, Meds '82

RADIOLOGY OF ACTUE CERVICAL
SPINE TRAUMA
The assessment of x-rays of cervical trauma
is often surrounded by insecurity about what
actually is pathological and what isn't. Given
the potential seriousness of the injuries ,
correct interpretation of the radiology is
highly desirable. In addition to direct neck
complaints , serious neck injuries should be
suspected in patients with multiple injuries
and in those with evidence of head or facial
trauma , especially if the patient is comatose.
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FIGURE 1
Figure 1
A - Normal Lateral View of C-Spine
B - Superior View of C-3
C - AP View of Occipito-Atlanto-Axial
Joints

1 Posterior Margin of Foramen Magnum
2 Occipital Condyle of the Skull
3 Anterior Margin of Foramen Magnum
4 Odontoid Process or Dens of C-2
5 Atlanta!-Dens Interval. Greater than 3 mm
implies rupture of the Transverse Atlanta! Ligament.
6 Anterior Arch of C-1
7 Spinuous process of C-3
8 Lamina of C-3
9 Superior Facet of Articular Pillar of C-3
10 Pedicle of C-3
11 Vertebral Body of C-3
12 Imperfectly superimposed posterior
edges of articular processes of C-7
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13 Smooth Curve, convex anteriorly, formed
by anterior margins of the bases of the
spinous processes = posterior margin of
the spinal canal = Line of the ligamentum
flavum = the spinolaminal line.
14 Posterior margins of the vertebral bodies
= anterior margin of the spinal canal =
line of the posterior longitudinal ligament.
15 Anterior margins of the vertebral bodies =
line of the anterior longitudinal ligament.
16 Lateral Mass of C-1
17 Inferior margin of C -1 posterior arch
(may simulate odontoid fracture)
An appreciation of the normal anatomy is
required before an interpretation can be
given . The important structures are shown
in Figure 1. The four contour lines shown
can quickly be assessed for alignment. Since
the Atlas has no vertebral body, the main
weight-bearing structures of C-1 are the
lateral masses which appear as wedge-shaped
structures on the A - P projection. The rest
of the cervical vertebrae have bodies and
articulate above and below through the
"articular pillars" which appear as rhomboid
structures sloping downward and posteriorly
from the vertebral bodies, connected to them
by the pedicles. Posteriorly , the pillars are
attached to the laminae so that, together
with the pedicles and laminae , the pillars
compose the lateral and posterior bony
margins of the spinal canal. Their boundaries,
above and below , are the superior and inferior
articular facets. In most lateral views , some
pillars are noted to have parallel lines passing
through them which are often mistaken for
fractures. These are just the imperfectly
superimposed articular processes of the
vertebrae (item 12, Figure 1).
The prevertebral soft tissues are often
affected in spinal injuries secondary to the
effects of edema or hemorrhage. A radiolucent fat stripe may be identified parallel
to the anterior margins of the vertebral bodies
and any displacement of it locally suggests
pathology in the neighbouring area. In general
in adults , the prevertebral tissues should not
exceed 4/ lOth the A - P diameter of the
vertebral body of C-4 6 This measurement is
made between the anterior bony margin of
the vertebrae and the posterior margin of
the air column anteriorly. Care must be taken
though not to overcall this sign as any action
displacing the hyoid bone forward will
increase this retropharyngeal shadow. Such
actions are forced expiration and high-

pitched sounds like crying. Ideally then, the
x-ray should be taken at rest during quiet
respiration.
Although the lordotic curve of the spinal
column demonstrated in Figure 1 is what is
normally found in normal patients, a loss of
lordotic curve is highly variable and does
not necessarily represent injury. In fact a
kyphotic angulation limited to a single
interspace can be seen in normals, especially
children.
Despite the number of ligamentous attachments, the vertebral bodies can normally
slide anteriorly with flexion, and posteriorly
with extension . This excursion decreases in
the lower vertebrae and is most marked at
the C-2/ C-3 level. Any offset greater than
3 mm suggests that instability may be present. 5
Children in general exhibit more of this
"pseudosubluxation".
The "space available for the spinal cord"
is defined as the narrowest distance between
the posterior edge of a vertebral body and
the anterior edge of the spinolaminalline. If
it is less than 13 mm anywhere in the cervical
region , cord damage is likely .2 As a rough
guide at the C-1level, the A-P diameter of the
ondontoid process is roughly equal to it .
The vertebral bodies have a wide variation
in height and shape. The anterior surface
extends downwards often to form a beak,
and the posterior margins usually have a
greater height than the anterior ones. These
two variations usually occur together.
Interpretation of cervical spine radiology in
children differs from interpretation in adults.
In children, normal epiphyseal lines may be
mistaken for fractures. Vertebrae C-3 to
C-7 have each 3 ossification centres (ossification of C-1 and C-2 is more complex).
Beyond 8 years of age though, with few
exceptions, the neck has attained essentially
an adult form and so epiphyseal lines generally
don't need to be considered. However, many
congenital anomalies and normal variants
of spinal architecture exist that can cause
confustion.
Radiographic Series
In unconscious or uncooperative patients
with multiple injuries, a thorough x-ray assessment is difficult to accomplish. However,
most obvious serious problems can be diagnosed or ruled out. The suggested first
films include the lateral, A-P, swimmer's
view (to get C7-T1 region) and maybe an
overpenetrated lateral (for better visualization
of bony injuries). These routine views are of

better quality with the patient erect, but
satisfactory ones can be obtained supine or
on a stretcher. Other views requested depending on the preliminary films, are the
open-mouthed odontoid, posterior obliques,
lateral flexion-extension and the "pillar-view".
The lateral view is by far the most informative as specified before for alignments,
dens position , spinal cord canal, intervertebral
disc spaces, articular facet joints and prevertebral tissues . It demonstrates most
traumatic lesions. However, often the lateral
does not include the very important C-7 / T-1
region, in which case wrist traction down,
or a "swimmer's view" is required . The
latter involves depressing the x-ray tube-side
shoulder and elevating the film-side shoulder
(in a "swimming position ") so that the
shoulders are not superimposed on each
other or the C-7/T-1 area.
In the A-P view of the rest of the C-spine
(Figure 1 -C) , the vertical alignment of the
spinous processes and lateral margins of the
articular pillars, and the intactness of vertebral
bodies , pedicles, and laminae can be assessed.
Because the laminae and facet joints are en
face here, they are poorl y evaluated in
comparison with on the lateral. Likewise,
the pedicles are directed postero-laterally
and therefore poorly seen.
In the open-mouth odontoid view (Figure
1 - C), one can assess the atlanto-occipital
and atlanto-axial joints , the midline position
of the odontoid process by an equal distance
to the medial margins of the atlas' lateral
masses , and also the alignment of the lateral
edges of the atlas'lateral masses in relationship to those of C-2. Confirmation of a
non-rotated view is made by the alignment
of the C-2 spinous process with the centre of
the dens.
The R posterior oblique view is made in
the A-P direction with the film posterior to
the neck and the patient's entire body turned
about 45° to the right. The major purpose
of the view is to demonstrate the L intervertebral foramen and its surrounding structures,
most important of which is the L pedicle (en
face) . Also seen well in this view is the R
pedicle (end on). Similarly, the LPO view
will demonstrate the R intervertebral foramen
and surrounding structures.
The "pillar view" is made in such a way
that the beam is directed along the right or
left articular facet joints when the head is
rotated in the corresponding direction. As
the name suggests, this view is useful for
examining the "articular pillars" and the facet
joints as well as the laminae and spinous
processes. The pillars may be fractured in
hyperextension injuries.
Flexion-extension views should be done
only in conscious patients and with an M.D.
present. They are useful in those with neck
pain despite normal routine views and are
not needed if a fracture is already identified
unless to determine the fracture' stability.
Tomograms and CT scans are helpful in
delineating further certain fractures , especially those of the odontoid, pedicles , laminae
and facet joints.

Instability
Instability in the neck means potential or
abnormal excursion of one vertebral segment
upon another with therefore a potential or
existing neural lesion. The folowing are some
radiologic suggestions of instability:
1) 'Fanning" of the spinous processes (more
than at adjacent levels).
2) Widening of the intervertebral disc space.
3) More than 3m of horizontal displacement
of one vertebra relative to the adjacent one. 5
4) More than 11 degrees of angulation
compared to that of either adjacent vertebra. 5
5) Disruption of the facet joints.
6) Evidence of severe injury such as multiple
fractures at one segment.
Specific Injuries To The Cervical Spine
Table 1 shows the classification of injuries.
In general, injuries to the lower cervical
spine are more common than those to the
upper spine while abnormal neurologic
findings are more common with the upper
ones.

FIGURE 3
Bilateral Interfacetal Dislocation
("Bilateral Locked Facets" figure 3.) This
injury usually involves not only the postligament complex (and therefore the 5 signs
of anterior subluxation are seen) but also
the invertebral disc and anterior longitudinal
ligament. The superior facets of the facet
joint pass upward, forward and over the
inferior facets of the joint and come to rest
in the intervertebral foramina. Sometimes
this passage is incomplete in which case the
dislocated vertebra will be anteriorly displaced less than 112 the A-P diameter of the
vertebral body 7 • Because the spinal canal is
severely narrowed here , cord compression
is expected.

FIGURE 2
Anterior Subluxation
The injury here involves only the posterior
ligament complex (the supra and interspinous
ligam ents , facet joint capsules and the
posterior longitudinal ligament) with ant.
long. Jig. and intervertebral disc remaining
intact. This injury only permits minor anterior
glide and so is stable at the time of injury.
However, delayed instability is common
(21 %)';in fact, more common than with any
other cervical injury, and this injury is pain
free . The cardinal x-ray features (all present
in Fig 2) are that: 1) the alteration in the
lordotic alignment lines are abrupt and limited
to the involved segments (rather than generalized as occurs with muscle spasm) , 2) the
interspinous space is widened, 3) the intervertebral disk space is narrowed anteriorly,
4) the involved vertebral body is anteriorly
,displaced and 5) the superior facets of the
apophyseal joints at the level glide up and
forward on the inferior facets of the level
below. These signs may only be present in
flexion views (Fig. 2).

FIGURE 4
Unilaterallnterfacetal Dislocation (Figure 4)
The rotational ·component to the flexion
injury here causes only one facet to glide
over into its intervertebral foramen and
become "locked" anterior to its corresponding
inferior facet. It is important to distinguish
this from bilateral locking because , unlike
the latter , this is a stable injury because of
the remaining relatively intact side. The
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inferior facet of the dislocated joi nt is
frequently fractured. The forward displacement of the involved vertebra is never more
than Y2 the A-P diameter7 • A key to distinguishing this from bilateral locking is that
the articular pillars and joints at the involved
level and at the level above are no longer
superimposed because they are all rotated
with respect to the spinal column below. To
determine which side is involved , the oblique
views are necessary. This knowledge is
essential for reduction of the injury.

fractu re as shown in Fig. 4. If the lesion
occurred from hyperextension, the posterior
complex is intact and so the neck is stable in
flexion but not extension. If it occurred in
flexion, it is usually unstable because of
posterior complex disruption. In-buckling
of the ligamen tum flavum may compress
the spinal cord from behind.
Hangman's Fracture (Fig. 4)
This uncommon injury is so named because
it is one of the findings in victi ms of this
form of punishment. It more freq uentl y
occurs nowaday as the result of the skull
being thrown into hype rex tension at the
instant of abrupt deceleration in an MY A.
The result is a bilateral fracture of the pedicles
of the axis, (hence an unstable inj ury), with
anterior dislocation of the axis on C-3. The
latter is thought to result fro m rebound
flexion. The posterior fragment usually retains
its normal relationship with the posterior
arch of C-3 but not of C- 1 because C-1 drifts
fo rward with the rest of the skull and the
anterior segment of C-2. Despite the appearance, there usually are no neurologic sequelae
as the A-P diameter of the cervical spinal
canal is greatest at this level.

FIGURE 5
Jefferson Fracture of the Atlas (Figure 5)
This is a rare injury because the compression
force responsible for it must occur precisely
when the spine is straight. The same force
applied when the spine is flexed or extended
results in the other lesions in Table 1. In
fact , the commonest fracture of the Atlas is
the posterior neural arch fracture occurring
with hyperextension-compression. The force
is transmitted from the sk ull through the
occipital cond yles to the lateral masses of
the Atlas, driving them laterall y because of
the bilateral anterior and posterior arch
fractures . Classically , there is symmetrical
displacement and wide ning of th e paraodontoid spaces, but usually , the causative
force is eccentrically applied to the skull
and thus one lateral mass is displaced more
than the other. (Fig. 5). Rotation of the head
can cause a pseudo-Jefferson's fracture unless
it it noticed that the lateral displacement of
one late ral mass is compensated by medial
displacement of the opposite lateral mass.
On the lateral view, prevertebral soft tissue
swelling and increased width of the atlantaldens interval are seen. Tomography is usually
required and is shown in Fig. 5.
Extension-Tear-Drop Fractures (Fig. 4)
Hyperextension with resultant tearing of the
anterior longitudinal ligament may cause
avulsion of a fragment of bone from the
anterior corners of a vertebral body. The
tear-drop frature may also be produced by a
flexion injury though ("Flexion-Tear-DropFracture"). There is usually an associated
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unstable one . It should therefore be treated
with skull traction to avoid cord compression.
It occurs at the junction of the dens a~d the
body of the axis and is frequently complicated
by non-union . Undisplaced fracture lines
are often difficult to see and tomograms are
then required. In fig. 7, the dens is undisplaced
(and therefore the spinolarninalline is intact) ,
but it may slip either anteriorly or posteriorly
depending on whether the mechanism is
hyperflexion or hyperextension. Prevertebral
swelling is common. Pseudofracturing can
occur with failure of fusion of the dens to
the body of the axis, clefts between the incisor
teeth , os odontoideum (a congenital wide
separation of a small dens tip from the body)
and the inferior margin of the C -1 posterior
arch crossing the base of the dens. Flexion
and extension views are contraindicated with
suspected odontoid fractures as fatal displacements can occur doing them.
SUMMARY
An appreciation of the normal anatomy and
of some of the normal variations in appearance of the cervical spine are required for
correct radiologic interpretation of neck
injuries. The lateral view, with adequate
visualization of the C-7 level is the most
important film, but other views can be of
great diagnostic aid. Knowledge of the
radiologic signs of instability contribute
significantly to the management of these
patients as does recognition of some of the
actual pathology. Finally , if one cervical
fracture is seen, other ones should be searched
for (e.g. Fig. 4) as multiple cervical fractures
have been reported in as high as 1/5th of
neck injuries where a fracture is detected .
TABLE 1

FIGURE 6

FIGURE 7
Ondontoid Type II Fracture: (Figures 6 & 7)
Of the three types of odontoid fractures,
this is the commonest one and the only

Cervical Spine Injuries Classified according
to Mechanism of Injury
Flexion :
1) Anterior subluxation
*2) Bilateral Interfacetal Dislocation
3) Simple Wedge Fracture
4) Clay-shoveler's Fracture
*5) Flexion Tear-drop Fracture
*6) Anterior Dislocation of C-1 or C-2 with
or without Odontoid Fracture
Flexion-Rotation:
1) Unilateral Interfacetal Dislocation
Extension-Rotation:
1) Pillar Fracture
Vertical Compression :
*1) Jefferson Fracture of Atlas
2) Burst Fracture of Lower Cervical
Vertebrae
Extension:
*1) Extension Tear-drop Fracture (stable in
flexion , unstable in extension)
2) Posterior Neural Arch Fracture of Atlas
*3) Hangman 's Fracture
*4) Hyperextension Fracture- Dislocation
*Unstable Injuries
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Arthropathy in the Young Hemophiliac
by Alane Bell, Meds '85

While hemophilia is no longer the life threat·
ening condition it once was, hemophiliac
arthropathy is a very real and incapacitating
problem. In spite of adequate coagulation
factor replacement this crippling com plica·
tion can be seen commencing in the very
young hemophiliac.
PATHOPHYSIOLOGY OF
HEMOPHILIAC ARTHROPATHY
Joint disease in the hemophiliac involves
the synovium , then the cartilage and bone ,
and ultimately leads to joint disability and
destruction. Bleeding into a joint induces a
synovial reaction in response to hemorrhagic
and inflammatory degradation products. Sy·
novial hypertrophy, hemosiderin deposition

in synovial phagocytic cells, and aggregation
of inflammatory cells is followed by synovial
tissue fibrosis, villous formation and vascular
hyperplasia. The synovium becomes hyper·
ernie, friable and very liable to spontaneous
bleeding. A vicious cycle of chronic bleeding
and subsequent joint degeneration develops.
As the process progresses articular cartilage
fibrillation occurs and focal erosions arise ,
particularly with weight bearing and stressed
joints. Focal osteoporosis and epiphyseal
plate enlargement develop secondary to
hyperemia . Bone cysts may develop , and in
the most advanced stage of degeneration
the joint is characterized by fibrous con·
tracture, obliteration of joi nt space and
extensive disorganization of joint structures.

\

There is marked, if not complete, loss of
mobility.
Hemophiliac arthropathy in its early stage
is generally considered to be reversible with
proper management , provided that the stage
of joint space narrowing and extensive
cartilage destruction has not been reached.•
However , no clinical trials have been com·
pleted to conclusively demonstrate this
important observation.
CURRENT PROJECT ASSESSING
INCIDENCE OF JOINT BLEEDS IN
A PEDIATRIC HEMOPHILIA
POPULATION
The incidence of joint bleeds and disease
among severely affected* pediatric hemo·
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philiacs was assessed using data collected
by the Southwestern Ontario Hemophilia
program for the period of April 1, 1980 to
March31 , 1982. The group of 19hemophiliacs
at the onset of this period ranged in age
from 5 to 20 years.
The average number of joint bleeds per
year was 18 with a range of 0 to 58. Joint
bleeds represented 63% of the total number
of bleeds the group had during this time.
Table 1 shows the relative incidence of bleeds
for each joint.
As illustrated by Table 1 target joints in
the young hemophiliac are ankles , elbows
and knees. 65% of the joint bleeds involved
the lower limbs. Wrist bleeds were relatively
infrequent.
*severely affected = factor VIII or IX level
of < 1% and a clinical history of spontaneous
joint and muscle hemorrhages.
INCIDENCE OF ARTHROPATHY
The joints of the boys were assessed and
scored by a radiologist and physiotherapist.
Radiological scores represent sums of scores
of 0, 1, or 2, recorded on the basis of the
absence or detection of the following: hemosiderin deposition in soft tissues, narrowing
or widening of the joint space, epiphyseal
enlargement, porosis , erosions and articular
irregularities, cysts and geodes, and secondary
osteoarthritis. An ankylosed or replaced joint
(both with incidence of zero in the 1981
assessment) is given an automatic score of
13 in this grading scheme. Joints are given a
musculoskeletal score of 0, 1, or 2, as
determined by the extent of motion range
impairment. Results of the group are given
in Tables 2 and 3. Additional manifestations
of arthropathy not indicated here include
swelling, muscle atrophy, axial deformity ,

crepitis, flexion contracture and instability.
Data from Tables 1, 2 and 3 has been
summarized in Table 4 for easy comparison.
In addition , one should consider that 21
functionally impaired joints had no evidence
of deterioration seen on X-ray while, conversely , 13 radiologically abnormal joints
had normal motion range.
Table 4 indicates that the ankle, for all
three forms of assessment , appears as the
major problem joint. The incidence of abnormalities seen on elbow X-rays underestimates the problems that hemophiliacs have
with this joint. Relative to what might be
expected on the basis of the frequency of
knee bleeds and radiological findings, the
group experienced little difficulty with knee
flexion and extension. This is largely a
consequence of the fact that the knee is
basically a biaxial hinge joint. Disease of
this joint is not manifested functionally until
a relatively advanced stage of degeneration
is reached. Functional restrictions of shoulders were observed in absence of a significant
incidence of hemorrhage or X-ray changes.
These may be accounted for by the fact
that , for even the most experienced physiotherapist, shoulders are difficult to assess ,
particulary when extensive shoulder movements are avoided by hemophiliacs in an
attempt to minimize movement of affected
elbows. Hence , while inconsistency in the
data for shoulders is more apparent than
real , that for the knees and ankles emphasizes
the need for more than one form of joint
disease assessment.
DISCUSSION
PREVENTION OF ARTHROPATHY
Arthropathy is not a condition that the
hemophiliac is born with. If appropriate

269
194
166
40
22
10

Ankle
Elbow
Knee
Shoulder
Hip
Wrist

Education
Hemophiliacs in the pediatric group have a
wide range of views regarding arthropathy
- one group suggesting it is inevitable and
crippling , and another denying its existence
in their lives. The truth is that hemophiliac
arthropathy is not necessarily fate nor a
matter of chance. To a considerable extent
it can be prevented, controlled or unfortunately induced or aggravated. The necessity
of teaching the young hemophiliac about
the implications of joint bleeds and excess
stress on the joints and of the need for
promptness in treatment cannot be overemphasized. Education of the hemophiliac,
his parents and family physician should be
aimed at informing, warning and motivating.
This is largely the responsibility of a member
of the hemophilia treatment team, whose time
is largely devoted to the hemophiliac group.
Infusion Treatment
The treatment protocol must be specifically
designed for each patient. Choice of a
continuous prophylactic, intermittent prophylactic or episodic infusion regimen and
infusion dose should be based on frequent
hematological and orthopedic evaluations.
It has been recommended that regular
prophylactic infusions during childhood or
prepubertal years may be appropriate for

%of Total
No. of Joint Bleeds
38.4
27.7
23.7
5.7
3.1
1.4

No. of Bleeds

Joint

precautions are taken, it should not be expected to be a significant handicap in later
life.
Preventive measures that the young hemophiliac, his parents and attending health care
team should use may be divided into three
categories:
1. Education
2. Infusion Treatment
3. Physical Activity

Table 1: Incidence of Joint Bleeds for 19 Severely Affected Pediatric Hemophiliacs in Southwestern Ontario from April1 1980 to
March 31, 1982.
'

Joint
Shoulder
Elbow
Wrist
Hip
Knee
Ankle
Total

No.
20
4
36
20
6
6
92

Not Assessed
%
52.6
10.5
94.7
52.6
15.8
15.8
40.4

Table 2: Radiological Scores in Study Group
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Score of 0
No.
18
29
2
17
20
19
105

%
47.4
76.3
5.3
44.7
52.6
50
46.1

Score of 1-6
No.
0
5
0
1
10
12
28

%
0
13.2

0
26
26.3
31.6
12.3

No.

Score of 7-13
%

0

0

0
0
0
2
1
3

0
0

0
5.3
2.6
1.3

preventing subsequent arthropathy. 1 Conversely, prophylaxis for all young hemophiliacs is not indicated for a number of
reasons : the risk of hepatitis; chronic HBsAg
carrier state; antibody formation to foreign
factor antigens; as well as the cost and
availability of infusion materials. The prerequisites for prophylaxis in the Southwestern
Ontario Hemophilia Program are frequent
bleeding (e.g. 2- 3 times per week) and/ or
recurrent bleeding into the same joint, and
certain work or school activities.
The placement of patients on a home
care program (supervised self infusion)
appears to be beneficial , at least with respect
to preservation of normal joints. 3 The advantages of home infusion are numerous.
Greater independence is achieved by the
patient and/ or his family. The time lapse
between the start and treatment of a bleed is
minimized and , if a long travelling time is
eliminated , the inconvenience of treating a
bleed is considerably reduced. For this same
reason minor bleeds that may otherwise be
neglected are more likely to be attended to.
When prophylactic treatment is indicated
home infusion rather than hospital infusion
is the more practical form of treatment.
Physical Activity
The objectives of arthropathy prevention
and stabilization where physical activity is
concerned may be achieved in three ways:
1) The practice of precaution
2) Selection of appropriate play and sports
activities
3) Physiotherapy
The precaution is undoubtedly difficult
to instill in the younger child, an inconvenience for the older child and inducive of
overprotection from the parents. This is an

Joint
Shoulder
Elbow
Wrist
Hip
Knee
Ankle
Total

No.
4
4
4
4
4
4
24

A
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lliustration 1: Progressing (A) and controlled (8) arthropathy in two 8 year old severely
affected hemophiliacs.
area where education is very important.
The choosing of suitable play and sports
activities is a crucial one and should be
done as soon as possible ; not left until the
child enters school. The following serves as
a suitable guide.
Recommended activities (to be preceded
by warm up activities):
swimming
structured daily exercise
routine

Not Assessed
%
10.5
10.5
10.5
10.5
10.5
10.5
10.5

Score of 0
No.
24
22
30
29
29
18
152

%
63.2
57.9
78.9
76.3
76.3
47.4
66.7

bicycling
walking
golfing
tennis
badminton
ping pong

sailing
croquet
scuba diving
bowling
fishing

Activities to be approached with caution :
racquetball - if non-contact and mildly
aggressive can be beneficial.

Score of 1
No.
7
7
4
5
3
11
37

%
18.4
18.4
10.5
13.2
7.9
28.9
16.2

Score of 2
No.

3
5
0
0
2
5
15

%
7.9
13.2
0
0
5.3
13.2
6.6

Table 3: Functional Musculoskeletal Scores in Study Group.

Joint
Ankle
Elbow
Knee

%of Total
No. of Joint Bleeds*
38.4
27.7
23.7

% Having Decreased
Motion Range**
42.1
31.6
13.2

%with
Abnormal X-rays**
34.2
13.2
31.6

*The total no. of joint bleeds was 701.
**Those joints not assessed were assumed to have no abnormal findings.

Table 4: Comparison of the Frequency of Bleeding Episodes and Evidence of Deterioration on Radiological and Musculoskeletal
Assessment for Target Joints.
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waterskiing - provided the person is
sufficiently strong.
surfing - with the necessary caution to
avoid hitting the head with the board .
basketball - non-contact and with high
top tennis shoes for ankle support.
baseball - no sliding; preferably in an
outfield position and avoiding pitching and
being hit with the ball .
Activities to refrain from:
soccer
football
other contact sports
hockey
Swimming is particularly beneficial for
the hemophiliac. Without putting excess stress
on the joints both the muscles around upper
and lower extremity joints, and hence the
joints themselves , are strengthened by this
activity .
While total immobilization of a joint during
the inflamed state following muscle bleeds
and prompt treatment is necessary , the joint
should be exercised as soon as the swelling
subsides.
Regular assessment and treatment by a
physiotherapist is important for the hemophiliac in an attempt to maintain his joints
as best as possible.
The results of hemophiliac arthropathy

can be devastating. Even the relatively young
individual can become disabled when repeated bleeds into joints, particularly ankles,
elbows and knees , render them painful and
useless. However, with the advances made
in infusion treatment over the last few decades
and with maximization of the efforts made
by the affected individual , his family and
health care team in preventive and therapeutic measures , there should be no reason
for arthorpathy to advance this far (illustration
1). This optimism must , nonetheless , be
tempered by the results of this survey and
the many unanswered questions concerning
this crippling condition in young people.
SUMMARY
A survey of hemophiliac arthropathy in 19
individuals aged twenty and under demonstrates that a very significant degree of
arthropathy exists , even though they have
had access to Factor concentrates, and what
would be considered adequate care from
birth. Significant changes in the weight
bearing joints occur and in association with
a large number of episodes of bleeding. It is
concluded that more aggressive therapy with
blood concentrates and more careful monitoring of their musculoskeletal system using

functional, radiographic and concentrate us~
measurements are required . This, i~ ~ssoci
ation with a comprehensive hemophilia ~~re
program and education of the hemophil~ac
and their families should result in a reduction
in this crippling c~mplication of hemophilia.
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Summer Research at Western
by Tomas M. Pauk, Meds '85
Last summer , many students from Meds
'85 spent the summer months involved in
Medical Research . Judging from their response , most found the experience rewarding
and enjoyable. Many had had no prior
experience in research. This article is directed
primarily at the people in Meds '86 to give
them some insight into the opportunities
available to them. Since the structure of
Western 's Medical Curriculum virtually
precludes the possibility of summer employment between the second and third years , it
is wise to find a job that you will enjoy and
which will augment your medical training.
There are opportunities in both clinical and
"pure" research. The sources for research
funding are numerous. The Medical Research
Council (MRC) and the Ontario Heart
Foundation (OHF) provide Summer Student
Scholarships. The Terry Fox Foundation
provides Terry Fox Research Scholarships.
In addition , several professors may require
a research assistant and will provide the
funding from other sources. What follows
are brief descriptions of the projects as
provided by many of the medical students
who worked on research projects last summer.
All worked at London hospitals or at U.W.O.
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except for Glenn Dong , who did his research
at the University of British Columbia.
ALAN B. TUCK, Meds '85 (MRC)
Study of Glucose Transport in Normal and
Transformed Myoblasts
In many transformed (cancerous) cells and
in cells activated by antibody , one of the
surface changes observed is an increase in
Glucose transport across the plasma membrane. I worked with Dr. T . Y. Lo of the
Department of Biochemistry at U.W.O. and
our main objective was to study the mechanism of this event. It was necessary to obtain
a series of mutants of a rat myoblast cell line
which were deficient in the capacity for
glucose transport. These mutants were obtained through a specific selection procedure
and are now being tested for their glucose
uptake characteristics. Further studies using
such mutants may yield important information on the mechanism and regulation of
cell surface changes , both in the normal and
in the cancerous cell.
KEN WEST, Meds '85 (MRC)
Theoretical Microbiology
I worked under the supervision of Dr. V.

Morris of the Department of Microbiology
and Immunology at U.W.O. The ultimate
aim of this project was to determine the
protein and RNA characteristics of a group
of heterogenous temperature-sensitive (T-S)
mutants of mouse hepatitis virus. T-S mutants
are viruses that will infect and replicate in
cells at 32°C but not at 39°C. They have
other interesting properties as well which
differentiate them from "normal" (wild) virus
strains. My major contribution to this project
was to develop a pool of T-S mutants. This
involved mutating wild type virus with 5Fluorouracil followed by isolation, plague
purification, and culturing of the T-S mutants
using mouse cell monolayers. 64 T-S mutants
were recovered. This project gave me good
exposure to modern laboratory techniques
including sterile tissue culture techniques.
Since the most rewarding aspects of this
project are still in progress, first year students
looking for gainful employment next summer
may want to speak to Dr. Y. Morris.
THOMAS PAUK, Meds '85 (MRC)
Dietary Fat and Tumorigenesis
I worked for Dr. K. K. Carroll of the
Department of Biochemistry at U.W.O . this

summer. Previous work in Dr. Carroll's
laboratory revealed a significant correlation
between dietary fat intake in rats and tumor
growth. Rats injected with the carcinogen
DMBA and on a high fat diet developed
tumors much faster than those on a low fat
diet. Furthermore , it was found that there
was a basal requirement for polyunsaturated
fatty acids for stimulation of tumor growth
to occur. Therefore , in growth of cancerous
tissue there is a dual requirement for:
I) high amount of fat
2) a sufficient proportion of polyunsaturated
fat
Our work over the summer involved the
initiation of an experiment designed to
elucidate the mechanism behind the above
effect. Radiorespirometric methods with 14C
are being used to study the metabolism of
linoleic acid in rats. The research project is
still in progress. It holds much promise with
possible future extensions to dietary control
of cancer patients as an adjunct to chemotherapy or radiation therapy.
ROBERT GRIMSHAW, Meds '84 (MRC)
Study of Steroid Synthesis by Human Placenta
The initiation of labour in humans is poorly
understood; however , in lower mammals
like sheep, the steroid hormone progesterone
plays a well documented and well defined
role. In humans progesterone , mostly of
placental origin, plays a much less well
understood role in parturition. It is therefore
of interest to study the effect of other steroid
hormones on progesterone production by
the placenta.
This summer, I worked for Drs. J. R. G .
Challis and B. F. Mitchell of the Obstetrics
and Gynaecology Department at University
Hospital and we studied the effects of steroid
hormones on progesterone production by
human placental cells in vitro. The cells
were dispersed by prior digestion of the
placenta by collagenase. The results obtained
confirmed that some steroid hormones do
affect placental progesterone production in
vitro. The results will be published in the American Journal of Obstetrics & Gynaecology.
DORIS HESSENTHALER, Meds '85 (MRC)
Chronic Pain
Chronic pain affects different people to
variable extents. This is primarily due to
different psychological make-ups. Hypothesis:
The true sufferers whom chronic pain affects
most severely are postulated to have a
pre-morbid personality. I worked with Dr.
D. B. Boyd of the Department of Internal
Medicine at Victoria Hospital and it was a
primary research objective to test this hypothesis. Psychological Assessment Questionnaires were distributed to chronic back
pain patients. These tests evaluated both
past and present personality characteristics
of these patients. The results have yet to be
fully analyzed so that no conclusions can be
drawn at this early stage .

PAUL WOODS, Meds '85 (MRC)
Prospective and Retrospective Studies of
Hip Fracture Patients
I was involved in an ongoing research project
with Dr. T . W. Phillips of the Department of
Orthopaedic Surgery at St. Joseph's Hospital.
The main purpose of the project was the
development of a screw-in type of hip joint
resurfacing arthroplasty. This is in contrast
to the conventional cement arthroplasty.
The investigation involved surgical implantation in an animal model (sheep), X-ray
reviews , as well as bone specimen processing
histological analysis. The final goal is to
develop artificial hip joints that are more
durable and reliable than o nes in present
use. Dr. Phillips also e ncouraged my participation in Orthopaedic out-patient clinics
and "hands-on " experience in the O.R.
MIKE NICOLLE, Meds '85 (MRC)
Multiple Sclerosis
This past summer I had the opportunity to
work in the Multiple Sclerosis Clinic at
University Hospital under Dr. G. C. Ebers.
London's MS Clinic, o ne of the largest in
North America , provides an ideal opportunity
for research based on a large patient po pulation . There are a number of twins within
this population and in a disease such as MS
where the etiology is fo r the most part unknown , twin research provides an opportunity
to estimate the relative contributions of
heredity and environment. By asking twins
questions about occurrences of possible
etiological factors , some idea of the differences between discordant twins and the
similarities between concordant twins may
be gained. This may provide insight as to
possible areas of significance in the etiology
of MS. Twin research is not without its
difficulties such as the relative difficulty in
diagnosing a positive case of MS , the variable
age of onset (so that apparently normal twins
may yet develop the disease) , difficulties in
determinance of zygosity due to death of
one twin , and so on.
I am continuing with this work and I have
learned a great deal over the past summer
about research in general and also about
MS . This note would not be complete without
thanking the staff of the MS Clinic, in
particular Dr. Ebers, for their valuable help
over the summer and for their enthusiastic
approach to research at the clinic.
BILL AIRD, Meds '85 (MRC)
Control of Arm Movement
This past summer, I worked for Dr. J. Hore
of the Department of Physiology at U.W .O. ,
studying motion control movements of
Rhesus monkeys. More specifically , the work
centered on the analysis of the movement
parameters of flexion and extension. When
EMGs from biceps and triceps were correlated with velocity and acceleration of
movement, certain relationships were established that warrant further investigation. It
is hoped that more of the story of control of
arm movement will be unravelled with
extensive recording from motor cortex

neurons. This will permit further insight into
the complexities of a simple limb motion .
GLEN DONG, Meds '85 (MRC)
Potter's Syndrome: Amniotic Fluid Deficiency and Fetal Lung Growth in the Rat
Potter's syndrome is associated with intrauterine renal non-function due to renal
agenesis or maldevelopment. The reduction
in fetal urine production will diminish amniotic fluid volume during the third trimester
of pregnancy , with deleterious sequelae. I
worked for Dr. W. M. Thurlbeck , Associate
Dean of medicine at U.B.C. this summer
and we induced experimental oligohydramnios in pregnant rats during the last trimester.
This was done by puncturing the amniotic
sac on the 16th or 17th day of gestation thus
producing a fistula which allowed amniotic
fluid to drain into the maternal peritoneal
cavity. The pregnancies were allowed to
continue to term (21 days). Our results at
term show:
a) Growth retardation of fetuses punctured
on Day 16
b) Absolute lung weights decreased in Day
16 and Day 17 fetuses. The lung hypoplasia
was more severe in the fetuses punctured on
Day 16.
c) Cleft palate was found in Day 16 fetuses
d) Partial syndactyly and resorption of digits
were present in both groups.
Thus, oligohydramnios may have a compressive effect upon the fetus characterized
by pulmonary hypoplasia, increased incidence
of cleft palate and bone malformation . This
occurs not only in rats but also in human
fetuses with Potter's syndrome and accompanying oligohydramnios.
LUCIA 01 PIETRO, Meds '85 (OHF)
A Systemic Evaluation of Possible Interaction
Between B-Biockers and Calcium Channel
Blocking Agents
Combined therapy with Calcium channel
blocking and B-blocking drugs has been
avoided because of fears of potential pharmacodynamic and pharmacokinetic interactions.
These interactions may have pharmacological , therapeutic or toxic implications. Since
combinations of these agents are now used
by some physicians in the treatment of angina
pectoris and hypertension , detailed interaction studies are needed.
I worked with Dr. S. G. Carruthers of
University Hospital this past summer on
preliminary studies of these interactions. The
randomized double blind studies evaluated
the effects of three different B-blockers
(propranolol, pindolol, metoprolol) given
alone or in combination with the calcium
antagonists, verapamil and nifedipine .
The studies involved :
1. Measuring the acute and chronic
pharmacokinetic
and
pharmacodynamic
interactions
of
these
agents.
2. Establishing their effect on heart rate,
systolic and diastolic pressure , atrio-ventricular conduction and cardiac output.
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These studies established a foundation
for more detailed work which may :
1. Define those combination regimens
which appear safest.
2. Recognize the combination regimens that
appear potentially hazardous.
3. Evaluate the pharmacokinetic and/ or
pharmacodynamic characteristics which
contribute safety or hazard to a particular
combination.
4. Develop guidelines for use.
My duties included :
1. Collection of data , i.e., EKG , Blood Pressure , Heart Rate and Blood Sampling.
2. Preparation of a literature review and
seminar on the possible interactions of
B-blockers with calcium channel blockers.
The summer provided an excellent opportunity to integrate medical research and
clinical skills.
GARETH JONES, Meds '85 (OHF)
Cardiology
The study I was involved with was headed
by Dr. W. J. Kostuk and Dr. D. L. Johnson
of the Cardiology Department at University
Hospital. In Nuclear Medicine , radioisotopes
are used in the visualization of various tissues.
Thallium 201 is one such radioisotope . In
this study, the predictive and diagnostic value
of the Thallium 201 scan in myocardial
visualization was examined. I joined the team
in the latter stages of this study when the
focus was on follow-up of patients. I was
responsible for the distribution , compilation
and interpretation of data. Of particular
interest was the use of the Thallium 201
Scan in the prediction of future myocardial
events. I found the clinical rounds with the

Cardiology team very helpful in consolidating
my understanding of cardiovascular disease.
DOUG MacMILLAN, Meds '85 (OHF)
Neurology
I worked with Dr. A. Kertesz of the Department of Neurology at St. Joseph's Hospital. The main focus of our research was on
the localization of left hemispheric lesions
with the associated speech disorders, mainly
aphasia. We also did an information search
on the influence of the striatum on speech
mechanisms. Lastly , I attended daily neurological rounds.
PAUL MARCK, Meds '85
(Terry Fox Research Clerkship)
Cancer Research
I worked for Dr. W. F. Flintoff of the Department of Microbiology and Immunology
at U.W.O. and will continue my research
throughout this year and next summer. (This
is because Terry Fox Research Clerkships
are tenable for two consectuive summers
and the intervening school year.) The goal
of this ongoing research project is to gain
some insight into the mechanism of gene
amplification when strong selective pressures
are applied to cultured animal cells. Gene
amplification may be a common mechanism
of acquired drug resistance. Furthermore,
recent models of carcinogenesis suggest that
amplification under strong selective pressures
may be involved in the development of the
malignant state. As a model for investigating
this process, our laboratory is concentrating
on the mechanism of amplificationm of the
dihydroxyfolate reductase gene in Chinese

Hamster Ovary cells, selected for high levels
of resistance to the folate analogue, methotrexate. This work is, of course, still in
progress.
ROBERT F. THIBERT, Meds '85
(Terry Fox Cancer Research Clerkship)
"In situ Quantization of T Lymphocyte
Subsets in Human Lymph Nodes".
The use of immunofluorescent and immunohistochemical techniques for staining tissue
sections has gained great popularity in many
areas of medicine. For example, the field of
immunopathology is a rapidly unfolding area
in both the research and clinical settings.
This intense area of study depends highly
upon the use of monoclonal antibodies, which
have been prepared with specificities against
innumerable antigenic markers. The localization and quantization of various T-lymphocyte
subsets in lymph nodes and other lymphoreticular tissues can be accomplished using
monoclonal antibodies recognizing surface
markers indigenous to each lymphocyte
subset.
Lymph node samples from patients with
malignant lymphomas are being studied with
the intention of correlating various clinical
aspects of the diseases with tissue finding.
Subset localization and quantization data
will be correlated with : a) diagnosis, b) subclassification of the malignant lymphoma
using the Luke's and Collins scheme and c)
prognosis in terms of five-year survival rates.
This research is being carried out under
the supervision of Dr. D. Banerjee , M.B.,
Ch.B ., FRCP(C) , Assistant Professor of
Pathology at The University of Western
Ontario.

The Role of Oxygen.Derived Free Radicals in Inflammation,
Cerebral Ischemia and Radiation Induced Injury

.

by Alane Bell, Meds '85
(From an interview with Dr. R . F. Del
Maestro)
The in vivo generation of oxygen derived
free radicals - highly reative molecules
having an unpaired electron in an outer orbital
- is a consequence of our existence in a
largely 0 2 environment. Biochemically ,
reduction is the only mechanism our bodies
have of handling oxygen. Univalent (figure
1) and tetravalent (figure 2) pathways for
oxygen reduction are illustrated below:

Figure 1: Univalent reduction of molecular
oxygen in which each electron is
added sequentially.
(from Del Maestro, 1980)
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Figure 2: Protective enzymatic mechanisms
to prevent accumulation of reactive
intermediates in 0 2 reduction.
(from Del Maestro, 1980)
The parallel spin orientation of molecular
oxygen's two outer electrons dictates that
univalent reduction generating superoxide
anion radical , 0 2-, hydrogen peroxide, H20 2,
and hydroxyl radical , OH• , occurs. Tetra-

valent reduction achieved with the evolution
of the mitoch~ndrial cytochrome oxidase
complex prevents the accumulation of these
reactive intermediates. A small but significant
amount of 02- is generated and OH• formation
is further avoided by the activity of the
scavenging enzymes, superoxide dimutases
(SOD) (1), catalases (CAT) (2), glutathione
peroxidase (3).
2 0 2- + 2H+ ~ H202 + 02
2 H202 ~ 2H20 + 0 2
H202 + RH2 ~ 2H20 + R
(R

(1)

(2)
(3)
= alkyl group)

Despite the yresence of. these enzymes
some free radtcal generation still occurs ,

necessitating that our bodies be further
equipped with other scavenging systems to
deal with these reactive molecules. Vitamins
A and E, hydrophobic scavengers, check
lipid peroxidation initiated by free radical
reactions. In the aqueous extracellular and
intracellular compartments, protection from
radical reactions is provided by ascorbic
acid, cysteine and reduced glutathione. Other
but less well established protectors appear
to be selium-containing glutathione peroxidase for reducing toxic lipid hydroperoxides and, in plasma, ceruloplasmin and
transferrin (see review by Del Maestro, 1980).
The majority of protective and controlling
systems are however, concentrated in the
intracellular, as opposed to the extracellular,
compartments of the body.
FREE RADICAL ASSOCIATION WITH
DISEASE STATES
For a variety of disease states oxygen derived
free radicals have been implicated. Some
conditions associated with increased generation of these molecules are listed in tables
1 to 3.
Table 1: Increased Intracellular Generation
(a) Hyperoxygenation syndromes , e.g.
(i) hyperbaric oxygen
(ii) hyperoxygenation - respiratory
pulmonary disorders
(iii) retrolental hyperplasia
(iv) pulmonary dysplasia (neonatal)
(v) status epilepticus
(vi) complete ischemia- reperfusion disorders (cardiac arrest , transplantation)
(b) Hypo-oxygenation syndromes , e.g.
(i) incomplete ischemia - hypoxia (shock
cerebral or myocardial infarction)
(c) Chemicals, e.g.
(i) chemotherapeutic drugs
(streptonigrin , etc.)
(ii) carcinogens (benzypyrene)
(d) Hemolytic anemias - drugs induced
(i.e. phenylhydrazine)
(e) Vitamin E and Vitamin A deficiency
(f) aging

Table 2: Increased Extracellular Generation
(a) Inflammatory states, e.g.
(i) acute - burns, infections
(ii) chronic - e.g. rheumatoid arthritis,
connective tissue disorders
(b) Immunological disorders

Dr. Rolando Del Maestro, neurosurgeon and
researcher at Victoria Hospital in London,
Ontario has been actively involved in the
area of free radicals and pathology since
1977. He believes that an understanding of
the roles of oxygen derived free radicals in
membrane and macromolecule disruption
occurring in pathological states will help in

Table 3: Increased Intracellular and
Extracellular Generation
(a) Radiation - e.g. UV (sunburn), therapeutic radiation
(b) Chemical carcinogens: air pollution,
ozone , NO, N02, and smoke from
cigarettes
(from Del Maestro , 1980)

both the understanding and treatment of
disease. His research has focused on free
radical involvement in inflammation, cerebral
ischemia and responsiveness of tumors to
radiation.
FREE RADICAL INDUCED TISSUE
INJURY IN INFLAMMATION
Reduction of 0 2to 0 2- by polymorphonuclear
leukocytes during the inflammatory response
is an essential step towards killing certain
bacteria. This is readily illustrated by the
repeated bacterial infections of children
with chronic granulomatous disease, an
inherited defect in 0 2- generation. 0 2- and
H 20 2 alone are relatively non-bactericidal ,
but give rise to OH• , hypochlorite (OCr)
and "singlet Ot * (figure 3).
*Singlet 0 2differs from molecular 0 2in the
configuration of its outer two electrons.

Figure 3: Formation of bactericidal species
from polymorphonuclear leukocyte generated 0 2-·
(modified from Del Maestro, 1980)
The flux of 0 2- ad its reactive derivatives
into the phagosome as a bacterium is being
engulfed results in leakage of a proportion
of these species into the extracellular space.
Here , where the concentrations of SOD and
CAT are low , generation of the oxidizing
species OH• or other reactive species is
coupled to reduction of metal chelates. One
scheme by which the latter may proceed is
given below:
Me" + 0 2- ~ Me"· 1 + 0 2
Me"· 1 + H20 2 ~ Me" + OH" + OH•
(Brawn and Fridovich , 1980)
Hyaluronic acid , a glycosaminoglycan , is a
component of connective tissue and characteristically degraded in inflammatory states.
A number of studies suggest that oxygenderived free radicals rather than hyaluronidase is responsible for this degradation. Dr.
Del Maestro has demonstrated that the rise
of SOD , CAT, or the metal chelator deferroxamine will inhibit degradation initiated
by a substrate - xanthine oxidase radical
generating system (Del Maestro, et al , 1980).
Other studies using articular cartilage suggest

that significant permeability and structural
changes result from free radical reactions in
inflammed tissue.
Extracellular increases in free radicals also
induce lipid free radical chain reactions in
membranes. Such reactions disrupt cellular
integrity and (through liberation of the lipid
hydroperoxide products) may alter both
microvascular permeability and leukocyte
chemotaxis. Although the intracellular environment is relatively protected from free
radical induced injury , a number of studies
suggest that intracellular damage such as
cytotoxic complex formation between H202
and hemoglobin, and enzyme inactivation
may occur (see review by Del Maestro and
Alexander, 1981).
FREE RADICAL REACTIONS AND
CEREBRAL ISCHEMIA
In near drowning and cardiac arrest victims
irreversible brain damage occurs after five
to ten minutes of complete cerebral ischemia.
During complete cerebral ischemia anaerobic
metabolism leads to severe lactic acidosis
and a calcium influx into neural cells. During
reperfusion an increase in the univalent
reduction of 0 2or a decrease in the integrity
of the protective and controlling mechanisms
may occur.
Working with mitochondria isolated from
rat brains Dr. Del Maestro is attempting to
clarify what exactly takes place during and
following ischemic conditions. Using human
mitochondria isolated from normal brain
tissue during the surgical excision of tumors
he has been able to conduct similar experiments on human cerebral cortex. In addition
to free radical manipulation , experiments
past and planned look at the influence of
steroids , calcium blockers and pH. Much of
the injury which results from ischemia may
be associated with the peroxidation of intracellular organelles - liposomes, mitochondria , peroxisomes , etc.
FREE RADICALS
IN RADIATION TREATMENT
In contrast to the detrimental effects of
extracellular free radicals in inflammation
and of intracellular free radicals during
cerebral ischemia , those of increasing intracellular and extracellular free radical levels
with radiation of tumors are desired effects.
Radiation of tissues causes disruption of water
molecules producing hydrogen atoms , hydrated electrons and OH•. If 0 2 is present ,
0 2- and then H20 2 can form .
In view of the destructive reactivity of the
free radicals , why then are some tumors unresponsive to radiation while others are radiosensitive? Dr. Del Maestro hypothesizes that
this may be a reflection of abnormally high
levels of scavenging enzymes such as SOD
that efficiently dispose of 0 2- before it is
able to result in the formation of other
oxidizing species which may damage the
DNA of the tumor cells.
THERAPEUTIC CONSIDERATIONS
Interstitial macromolecular degradation ,
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plasmalemmal and intracellular organelle
lipid peroxidation and increased microvascular permeability are characteristic and
detrimental aspects of the inflammatory state.
In view of their mediation by free radical
induced reactions and their products, control
of these processes may be possible by the
therapeutic use of SOD , CAT, ascorbic acid,
reduced glutathione and L-methionine.
Where organelle damage due to an increase
in intracellular free radical generation is the
problem, hydrophobic scavengers such as Vitamin E, fl-carotene and perhaps barbiturate
derivatives if incorporated into membranes
may be beneficial. Furthermore, regulation of
0 2 tension should reduce the radical flux.
Intracellular introduction of SOD using
liposomes may also be a realistic consideration . (Michelson, 1980)
If, as is the situation with the cardiac
arrest patient , an increase in intracellular
free radical levels is but one of a multitude
of events which damage tissue, dealing with
this aspect only will be insufficient. Solutions
currently being tested on experimental
rodents contain free radical scavengers and
a number of other components such as calcium blockers , steroids and viscosity decreasing agents.
The role of free radical scavengers in tumor
resistance to radiation therapy may have
considerable importance. If the hypothesis
of altered enzyme levels is correct, then it
may be possible to render a given tumor
susceptible to radiation through selective
manipulation of its enzyme content. Copper/
zinc SOD can be inactivated by chelating
the copper. Experiments now in progress in
Dr. Del Maestro's lab are testing the effectiveness of this methodology in a rat tumor
model. Injection of an astrocytoma C-6 cell
suspension into the parietal lobe of rats
produces a tumor pathologically similar to
glioblastoma multiforme , the most common
and most serious human brain tumor. Pretreatment with chelating drugs appears to
significantly increase the radiosensitivity of
the tumor. (Del Maestro, 1982, uftpublished
results).
For Dr. Del Maestro and others doing
similar work, free radicals is a dynamic and
interesting field of research . He believes
free radicals may be important in a multitude
of other disease processes and possibly an
integral part of human aging.

ABOUT DR. DEL MAESTRO
Dr. Del Maestro received his degree in
medicine from UWO in 1973. In 1977 during
his neurosurgical training he went to Sweden
where he received his PhD degree in pathological chemistry in 1979 and completed his
fellowship FRCS (C) in neurosurgery in 1980.
He holds the position of assistant professor
in the division of neurosurgery , department
of neurological sciences of UWO. The
publication of research papers in a number
of medical journals reflects keen interest in
his free radical research. Presently this is
being funded by a grant from the Canadian
Health Insurance Association.
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Lies My Doctor Told Me:
A Glossary Of Medical Phrases
by Rufus T. Firefly, Meds '85

One is exposed to many styles of lecture presentation during a medical education. Just when
things look darkest, however , remember that there are some things that never change.
When He Says:
It's in the study guide.

It's in the textbook .
This is a point of controversy.
Dr. Blank has kindly consented to
be our guest lecturer today.
Let us summarize.
It is intuitively obvious . ..
There will be a short quiz.
There will be a term exam.
There will be a final exam.
Traditionally the class average in this
subject is somewhat depressed.
Naturally, we would never expect you
to know this for an exam.
Let us synopsize ...
The Dean's Office requires . ..
This is basic material.
NAD - No Abnormality Detected.
No one has done poorly in this course
recently.
What I am about to say will be covered
on a handout to be dtstributed later.
This topic is of particular interest to
myself and to those who work with me.
I will now undertake to review some
basic material.
This will serve you well in future years.
Put your pens and pencils downyou don't need to take notes. '
Finally .. .
In conclusion ...
Are there any questions?
People seem to get unhappy when the
topic of evaluation comes up.
DO NOT PANIC.

He Means:
It's too tedious to explain properly, and I don't have
the time.
Nothing new on this topic since the Middle Ages.
Nobody really knows whatinhell is going on.
Dr. Blank is impervious to student evaluation.

I trust that you are refreshed after your short nap.
This just occurred to me ...
Only the pharmacologically impaired will fail.
One to four students will reach critical mass.
Curtail all recreational activities until sometime
late next June.
Watching the gold medalists in this one will be as
entertaining as tossing a side of beef into a cage
full of wolverines.
Could be worth anything from zero to 40% of
the exam.
I'm sure we all had a wonderful time at the party
last night ...
I am chust obeying orders .. .
Know this sucker cold.
NAD - Not Actually Done.
We haven't failed anyone since last year.
Said handout may never see the light of day .
How do spell esoteric again?
I dug up my first year notes last night.
Not on the final exam, but it ought to be.
This is the only absolute truth I will tell you
all year.
Coffee break in ten minu tes.
Coffee break in five minutes.
I kiss you good-bye.
Reality has sharp edges.
DO NOT PANIC.

Carl Wernicke The Man and His Concepts
by A. Kertesz, M.D.

(Editor's Note: The following talk was
presented by Dr. A. Kertesz at the November
16, 1982 meeting of the London Medical
Historical Association, of which Dr. G. C.
Ebers is President.)
German scholarship in the 19th Century
had a unique degree of decentralization
because of the political structure of the
multiple principalities and kingdoms. Each
prince had his own cultural domain complete
with universities and competing academic
institutions. Students tended to move around
and the professor who was the better lecturer
or provided a better experience was able to
gain independent fame, thereby strengthening
the institution. There was a strong tendency
to appoint professors from the outside and
the rotation of high level academic appointments contributed to the intellectual ferment
which was one of the major factors in the
prominence of German natural science of
the 19th Century. At the end of the 19th
Century, German unification and the growing
strength of the Prussian Empire benefited
German science materially; yet at the same
time, the benefits of decentralization continued. Carl Wernicke was one of the examples of how a great talent and a leading
figure in German neurology could flourish
in a relatively remote, provincial setting.
Wernicke was born on May 15th, 1848 in
a town which was called Tarnovitz, in Silesia.
This is now part of Poland. He grew up in a
family of modest means. His father was a
town clerk and was described a taciturn,
reserved man. His mother was religious and
wanted him to become a minister. Although
Wernicke chose medicine instead of theology,
she supported his studies even after his father
died before he graduated at the age of 22, in
1870. After graduation, he considered going
into private practice, but he was impressed
by Foerster, the opthalmologist, and he spent
six months in the Eye Clinic. The FrancoPrussian War of 1870 saw him entering service
and he became a surgeon's assistant. When
he returned to Breslau, he accepted an assistantship in the Psychiatric Institute under
Heinrich Neumann. He was in good company.
His fellow assistants during that period
included the neuropathologist, Carl Friedlander, and the neurohistologist, Weigert,
who remained his life-long friends. During
this training period, Neumann allowed Wernicke to spend a six month period of study
with Theodore Meynert in Vienna. His short
stay with the famous neuroanatomist clearly

influenced his development and resulted in
the publication of 'Der aphasische symptomenkomplex' in 1874.
Considering that he was only 26 and still
an assistant, it is surprising how well the
paper was received. It is a large, 72-page
monograph with 12 case reports and a great
deal of theoretical construction.
Many regard this work as the groundwork
of modern research in aphasia, even though
aphasic disorders have been described over
many centuries. The modern history of
aphasia begins with Paul Broca. Geschwind
compared Broca to Colombus, who discovered America , but never set foot in the
mainland. He thought that the credit for this
accomplishment should go to Wernicke. He
subtitled the article, 'Eine psychologische
Studie auf anatomischer Basis'. This gives a
clue to the most important contribution of
this paper. He supplies new localization of
aphasia, not merely with clinical correlation ,
but also with a substantially new theory which
make it possible to unify the observed
phenomena into a whole. The theory is based
on associationistic psychology and physiology
which was developed in Wernicke's time
and remains an important concept today.
In the introduction of the article, Wernicke
takes issue with the "sensonum commune"
concept of Flourens. This theory which
considers the brain equipotential was based ,
of course, on experiments on birds. However,
Wernicke has also critized the phrenologists
who assigned psychic functions such as
generosity and filial love to localized cerebral
areas. He made it clear in the article that
only primary functions alone can be referred
to specific cortical areas. He also stated that
all processes which exceed these primary
functions are dependent upon a connecting
network of different areas of the cortex.
He then went on to say that the sensory
stimulation of the cortex is of greater duration
than the excitation of the sensory organ
itself and the stimulation arouses memory
images which are independent of the original
stimulus. His concept of memory was that
of a decreased resistance in the frequently
used neural tracks and his example was the
frequently practiced motor sequences such
as piano playing or learning of auditory
patterns by listening to a symphony. He went
on , mentioning epilepsy as also an example
of facilitation with increased repetition of
attacks which sound very much like the
contemporary idea of kindling. He then goes
on to quote Meynert's estimates of the cortex

contammg 600 million cells , stating that
molecular changes in the cortical cells
constitute the basis of these memory images.
He discusses motor function in some detail ,
emphasizing the role of movement representation in the cortex, especially in the
region anterior to the Rolandic fissure. He
quotes the experiments of Fritsch and Hitzig,
both the stimulation and the ablation studies.
He summarizes current theories concerning
movements into primary and secondary types,
representing reflex actions and voluntary
actions. He then turns to the sensory mechanisms and emphasizes the role of the
temporo-occipital regions. He thought that
the presence of the rich granular layer in the
temporal cortex supported its predominantly
sensory nature.
In the second section of the paper, he
goes on to discuss speech acquisition and he
claims that this coincides closely with the
development of consciousness. Before the
development of consciousness, imitation,
babbling and crying represent reflex actions.
He then elaborated the concept of language
production by saying that the association of
acoustic images from the reflex processes
would result in the transmission of these
images to the motor region where it would
create an arousal of the motor image before
translating it into actual motor output. When
Wernicke talks about motor images, it is not
much different from the current concepts
of motor programming and program packaging expressed in computer terminology.
He then turns to Broca and indicates that
there is some controversy, but states that
the evidence supports the importance of his
findings . He then goes on to Meynert's
discovery of the central connections of the
acoustic nerve. Meynert thought that the
central termination of the acoustic nerve
was the claustrum , but Wernicke extended
this to the whole temporal operculum and
insular cortex.
Wernicke makes a point of mentioning
the continuity of the first frontal convolution ,
the insula , temporal cortex and the other
convolutions in the temporal operculum of
the Sylvian fissure forming an arc. He based
this opinion on studies of comparative
anatomy on dogs and embryology. One of
the interesting features of this article (and
the articles of that time generally) is that
there are very few references and the authors
do not seem to be obliged to provide them
for every statement they make . Wernicke
then describes the anatomical features of
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the insular cortex and its connecting fibers
to the surronding convolutions and states
that these structures represent the neural
substrate of speech. The first temporal
convolution should be considered the central
termination of the acoustic nerve and the
first frontal convolution - the beginning of
innervation of the muscles of speech. If the
input portion is interrupted then cortical
deafness occurs in the adult. However, if
interruption occurs in childhood then mutism
results. This is the origin of deaf muteness ,
when a child has not acquired any representation of sound. Wernicke also speculated
on the possibility that right sided deafness in
a child will result in speech development on
the right side of the brain and this may
account for subsequent cases of crossedaphasia with the lesions on the right side.
Many of his concepts have a very contemporary ring to them. He formulates a
psycholinguistic model of language. After a
word is learned the intention of reproducing
a sound disappears , making way for the
intention of reproducing a specific meaning.
Sound image seems simultaneously to be
hallucinated , as it were , and exercises a
continuous corrective function on the course
of the representations of movement. This is ,
of course, the same concept as subsequent
descriptions of auditory feedback of language
processing. This absence of corrective function explains the paraphasic manifestations
of confusion in words. His additional consideration is that the patient may not be
aware whether he is using the word correctly
or not, similar to the concept of anosognosia
which was later developed fully for hemiplegia
by Babinski.
Wernicke raised the possibility of intact
reading comprehension with reading errors
in reading aloud which would be the same
as aphasic errors in spoken speech . He also
described the possibility of reading aloud
words but being unable to read letters , which
became known as "literal alexia" and recently
described as "phonological alexia" or "deep
dyslexia". He discussed agraphi~ in terms of
the associaiton of writing and speaking
movements in the temporo-frontal connections. He felt that if somebody learned to
write by talking to himself he will become
agraphic with aphasia regardless of where
the lesion is. He also emphasized the retention
of copying and partial agraphia .
Wernicke then discussed several aphasic
syndromes, describing them in a way that
they can be easily identified in modem terms:
"Partial Sensory Aphasia", "Cortical Deafness" , "Conduction Aphasia", " Broca's
Aphasia", although there is some overlap
between these conditions which is not entirely
clarified.
He proposed some rather modem concepts
of localization. He said that because pathological processes are usually extensive , cases
in which two or three of the symptom
complexes described appear together will
be more frequent than the pure ones. He
also predicted that destruction of the lenticular nucleus will produce aphasia because
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the outflow track from Brocas's area would
be involved.
Another important concept he emphasized
was that only a particular period in the course
of disease should be considered in aphasia
diagnosis. He warned that the general effect
of the acute stroke would disappear before
assessment. On the other hand, the condition
should not have lasted so long that the right
hemisphere would compensate for it. He
also made the rather modern distinction that
aphasia resulting from frontal damage , which
is most severe , is compensated for rather
late by the other hemisphere, whereas sensory
aphasia seems to have a sooner compensation.
He emphasized the importance of considering
the time from onset in the evaluatipn of
post-mortem findings.
He objected to considering aphasia an
intellectual deficit or asymbolia. Wernicke
criticized the selective emphasis placed on
certain symptoms while the rest of the
psychological findings are neglected . He also
did not think much of the autopsy material
in literature.
He introduces his clinical cases by stating
that no single clear case of pure sensory
form or aphasia has been described. Until theri
the first case, Suzanne Adam , understood
nothing that was said to her but she uttered
fluent, well formed sentences , although they
were often paraphasic and irrelevant. She
was able to sing , but without words , and at
times name objects correctly. She also
complained of not hearing well and she also
had apraxia. On subsequent examination ,
she used words spontaneously but understood
only a few. She showed phonemic groping
for a target. Seven weeks later she progressed
considerably and understood almost everything, but her agraphia persisted.
The second case was Anne Rother considered senile at 75. She was considered
confused and incontinent. She had fluent
automatic expressions. Apparently , the
speech disturbance came on four weeks after
she was admitted. She had a past history of
left hemiplegia. On autopsy, she had bilateral
atrophy and infarcts of the first temporal
gyrus and the angular gyrus were involved .
The third case is the pharmacist who woke
up noting that he could not read or write and
then went on having a speech disturbance.
He said many things fluently , but then he
stumbled also on some words and had
difficulty finding words. He corrected himself
frequently and he showed irritation. His
reading was tested in more detail than usual
for the other cases. Although he could not
name letters, he could chose them on auditory
stimulation. He could copy, but he could not
write. He also had a right hemianopia.
Wernicke observed the variability of his
aphasia. He noted that especially substantives,
place names and proper names caused him
difficulty . Subsequent tests of reading two
months later indicated that he could read
whole words , but not letters.
His fourth case , the goldsmith, also had a
contaminating dementia with incontinence
of urine for two years prior to admission,

with a head injury on the ward and subsequent
right leg weakness and aphasia ..H~ s~emed
to have a semantic and neologistic Jargon
interspersed with some normal sentence.s.
He also had paragrammatisms and phonemic
approximation. This patient may be one of
the first cases of "Deep Dyslexia" because
he could read all words with meaning, but
unfamiliar or foreign words could be repeated
only in a distorted forms . He was observed
in a later stage of recovery, but his writing at
that time was still impaired. He interpreted
the findings as a result of a head injury,
because the hematoma was on the right side
of the skull.
The fifth case was seen two years after a
left hemiplegic stroke. She made babbling,
incomprehensable noises and was violent
and uncooperative. Then as she was followed,
she became mute. This was interpreted as a
motor aphasia. Altogether, the case description is rather poor and confusing but the
autopsy , which is the second in the series,
shows an infarct of the first and second
convolutions on the left side, which extended
posteriorly to the junction of the occipital
lobe and also anteriorly underneath Broca's
area. There was a large infarct on the right
side also.
Case 6 showed Broca's aphasia and Wernicke remarked that he did not understand
the meaning of prepositions which he interpreted as a partial involvement of the sensory
mechanisms. Subsequent cases are one global
aphasic with a large perisylvian infarct and
a lesion of the lenticular nucleus and another
case of recovering aphasia and spelling
dyslexia . His last case was an epileptic with
postictal anomie and paraphasic speech and
readi ng who had a brain abscess in the
temporal lobe. Wernicke realized that the
brain abscess produced pressure and is not
as suitable for localization as an infarct.
Finally , in the way of summary , Wernicke
states that focal psychic symptoms can also
be caused by interruption of the nerve fibers ,
thereby laying the foundations of the disconnection syndromes.
Wernicke continued his career in Berlin as
an assistant to Westphal at the Berlin Charite
Hospital psychiatric polyclinic. In 1876,
he completed his "Habilitation" or specialty
examination . However , just as his appointment on junior staff was due , he got into
troube with the hospital administration about
some private matter and rumor has it that a
woman was involved. Apparently his stubborness in the matter provoked the antagonism of Althoff, a senior Ministry Official,
who from then on vetoed Wernicke's applications for faculty appointments. He was
forced into private pratice in 1878. Although
he was refused another academic job at the
large Psychiatric Institute at Dalldorf (The
name has the same connotation for Berliners
as bedlam for Londoners), he continued to
write a book and publish articles and had a
large circle of friends made up of artists and
writers.
Finally , in 1885 he received an appointment
at Breslau; his old mentor Foerster, the Head

of the Ophthalomogical Clinic, helped to
obtain the post for him. In 1890, he succeeded
Neumann as a chairman of the Department
of Neurology and Psychiatry. He began to
write a large volume, a collection of lectures,
called, " Foundations of Psychiatry" or
"Grundriss der Psychiatrie". This was a
productive time in Wernicke's life with
association with distinguished colleagues and
assistants, among them Liepmann, Lissauer ,
Heilbronner, Foerster, Kleist and Goldstein.
Wernicke had an impressive publication
list. He wrote about the motor speech path
and anarthria in 1882 and 1884; a collection
of recent works on aphasia in 1885 and 1886
and another "Aphasische Symptomencomplex" which was published posthumously in
1906 and appeared in an English translation
in 1908. He published a major text book in
1881 on brain diseases. In 1893 the collected
essays and critical reviews in neuropathology
contained a clinical description of polioencephalitis hemorrhagica superioris or
"Wernicke's disease". He also published the
first study of cortical deafness with FreidIander. He published a major atlas of the
brain in 1897 to 1903 with the help of his
assistants, Sachs , Mann , Schroeder and
Foerster. This was the first atlas which included photographs of serial sections of the
human brain. During his later years in Breslau,
he published a three volume collection of
clinical studies from the Breslau Psychiatric
Clinic and a collection of lectures entitled,
"Foundations of Psychiatry". This was a major
integrative work correlating neuroanatomical,

pathological and physiological principles with
psychic functions representing a neurological
interpretation of psychiatric processes.
There were administrative problems ,
however , in Breslau . A new clinic was
supposed to be built , but the State refused
funds and the clinic which was under municipal administration discontinued its affiliation with University and withdrew Wernicke's
privileges. Wernicke had to carry on with a
much reduced patient load at another municipal neurological polyclinic.
At that time , three choice university chairs
fell vacant in Germany. He was supposed to
be appointed to Vienna to the chair which
was formerly held by Meynert and recently
vacated by Kraft-Ebbing. However, a false
rumor of Wernicke's refusal was circulated
in a number of newspapers in Vienna and
therefore the offer never materialized . A
vacancy in Munich was filled by Kraeplin,
Wernicke's opponent in psychiatric matters
and although the medical faculty nominated
Wernicke as their first choice for the chair
of the University Neurological Clinic at the
Charite in Berlin , Althoff, then the Minister
of Education , blocked his appointment.
Finally in 1904, he accepted an offer from
Halle and took over the chair founded by
Hitzig , a psychiatrist and a founder of the
experimental study of localization in animals
and man. This brief period before his death ,
was probably his happiest. He took up mountain climbing and cycling enthusiastically,
and ironically this hobby cost him his life. In
1905 while cycling in a narrow forest road ,
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in passing a heavy timber cart he fell under
its wheel which crushed his chest. He remained conscious and surmised that he had
a pericardia] hemorrhage . Advances in
thoracic surgery to be made a few years
later might have saved him.
Wernicke is a man who was somewhat of
an enigma, although his personality traits
have been desribed by his biographers and
former assistants such as Liepmann and Kleist.
There is no doubt that he was unbending
and often refused to compromise. In his
personal dealings he tended to be brusque
and direct. He had a streak of ironic humour
and enjoyed a bottle of good wine and a
circle of intimate friends . Little is known
about his wife who was described as much
younger than he , pleasant and somewhat
submissive. Wernicke had three children,
two daughters and a son .
One of the major contributions of Wernicke
is that he attracted a creative group of
assistants and students. There is no doubt
that Wernicke was an excellent teacher,
whose lectures were concise and authoritative. Patient examination was carried on as
a teamwork , while Wernicke carried out
the questioning, Storch recorded all the verbal
behaviour and Liepmann took notes of the
patients' gestures and manual performance.
The thoroughness and the length of such
examinations were legendary. Wernicke's
successor in Breslau was Bonhoeffer, who
then went on to Munich and Berlin and
became the most senior neurologist in Germany . Bonhoeffer remained detached from
the rising Nazi power and never had a picture
of Hitler in his office. He managed to remain
detached from the turmoil and retained his
chair during and after the war, placing science
above politics. His son, however, a protestant
minister, was hanged by the Nazis for plotting
to overthrow Hitler. One of the most famous
pupils of Wernicke was Otfried Foerster ,
who first trained in neurology , but then
became the father of neurosurgery in Germany and took over the Clinic at Breslau.
He also preferred to stay at the provincial
capital, but many scholars came to study
with him . Among them was Wilder Penfield ,
who learned from him the technique of
cortical stimulation during neurosurgical
operations for the treatment of epilepsy.
Foerster became Lenin's physician when he
had his aphasic stroke. Lissauer , another
pupil , became well known after he applied
the principles of neuroanatomical analysis
developed by Wernicke to the problems of
agnosias and established the two categories
of apperceptive and associative visual agnosia.
Liepmann , one of Wernicke's most talented
students, produced the classical papers on
apraxia. Despite the wide recognition of his
talents , he was never offered a professorial
chair because he was Jewish. Among other
pupils , Goldstein , who came to America ,
was also the teacher of Quadfasel who came
to Boston and taught Geschwind , who taught
myself about higher cortical function . So as
you see the spirit of Wernicke lives even in
London , Ontario.
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Aesculapius' Abacus; or

I.C.C. & IBM
by Bhooma Chandna, Meds '85

Since time immemorial , man has sought to
improve his intellectual faculties and manipulative capacities by making tools. The abacus
(which aided in the bartering of goods) and
papyrus (which was useful in remembering
what even the storytellers forgot) are examples of early "memory aids" upon which
empires were built. The computer marketplace of 1982 presents us with contrivances
that are far removed in both time and
performance from such simple (but effective)
devices. Not only are functions of a "definable
nature" (such as information storage and
arithmetic calculation) performed at rates
and magnitudes of mythical proportions, but
more intuitive functions (such as optimization
and decision-making) are performed by
simultaneous consideration of many variables.
It is no wonder, then , that computers have
encroached upon such a variety of human
endeavors.
In clinical medicine , tools have been used
traditionally in the diagnosis and management
of patients. In physical examination, the
stethoscope and ophthalmoscope become
extensions of the senses. In laboratory
investigations, parameters are measured in
realms where the senses do not extend. In
patient management, tools are used to alter
the course of disease or to provide comfort.
Nonetheless, the health care professional
is the ultimate source of decisions regarding
predictive value and necessity of a given

investigation and of decisions regarding
course of management.
The possibility now exists for computers
to play a more active role in the decisionmaking process. Provided that there is
agreement upon the meaning of a given
laboratory result or presenting symptom , it
is a moment's work to record the predictive
value or probable meaning in the computer's
memory. One has a vision of the health care
professional , seated at the computer terminal ,
"keying in" the patient's symptoms. The
computer, after calling up the results of the
laboratory tests that it "suggested", displays a
list of probable diseases and recommended
treatment. All of the above activity by the
machine is not magic ; the machine would
be obeying the programming given it by a
human being. Acceptance , by both physician
and patient , is another matter entirely.
Nevertheless , the need for new tools is
not confined to clinical medicine alone.
Centralization and expansions of health care
have led to increasingly perplexing logistics
of personnel management and health care
administration. Without co-ordination of all
efforts , it is only too easy for patients to get
"lost in the shuffle."
It is apparent that the potential capacity
of the modern "abacus" in sorting out the
complexities of co-ordination of health care
administration is promising. What is necessary
for us to understand as established (and

future ) health care professionals is then:
a. What can the computer do for me and my
patients in particular?
b. What human , economic, management and
educational issues will I be dealing with
in which the computer will be useful?
The potential applications of computers
in biomedical science are legion . The impulsive use of them, however, might be "in
folly ripe , in reason rotten." The issues to be
considered are equally numerous. Funding
is a primary concern. Furthermore, there is
apprehension about the effect computers
might have on the "humanness" of the clinical
environment. This is compounded by fears
for privacy; how secure are computer-stored
medical records? Who should have access,
and to how much ?
Another key issue is the development and
organization of an adequate , appropriate
system. The introduction of computers into
health care implies that medical computing
specialists must be trained and that the
consumers (health care professionals) must
be trained also. An ongoing need for the
assessment o f costs versus benefits becomes
apparent.
In future articles we will examine the
prevailing applications of computers in
medicine and the logistics of their use , from
administration o f a large hospital to implementation in an office practice.

Scholarships & Prizes - 1981-1982

First Year
Verda Taylor Vincent Scholarships
Highest standing in first year $1150- Franco De Monte
Second highest standing $900 - Doris Hessenthaler
Third highest standing $750- Paul Woods

J. B. Campbell Memorial Scholarship in Physiology - S375
Jerome Jadd
AJan C. Burton Memorial Prize in Biophysics - SISO
Christopher Cole
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Hippocratic Society A ward in Anatomy - SSO
Franco De Monte
C. V. Mosby Award - (Books)
Biochemistry - Stuart Silver
Histology - Dana Tomalty
Lange Awards - to two outstanding students.
Anne Beattie
Elizabeth Saettler

Second Year
R. S. Kaplan Scholarship
Highest standing in second year - $700
Claire McKeown
Alexander Hotson Memorial Scholarship
Second highest standing in second year - $600
Jo-Anne Smithers
Martin and Mary LeBoldus Award
Most promise as a clinician as shown in performance in Clinical
Methods, Clinical Science and I.C.C. - $500
Jo-Anne Smithers
Upjohn Achievement Award in Pharmacology- 8300
Teresa Romano
Merck, Sharpe & Dohme Awards in Therapeutics
1st prize - Janice Willett - $225
2nd prize- Robyn Pugash - $175
3rd prize- Richard Pearce - $100
Ciba Prize - Medical Illustrations
Janice Willett
M.D.S. Health Prize in Pathology - 8200 for books.
Claire McKeown
Rowntree Prizes for Essays in Medical History.
1st prize - Donna Smythe - $150
2nd prize- Andrew Mason- $125
3rd prize - Arthur MacLeod - $100
O.M.A. Prize in Preventive Medicine - 8100.
Simon Raphael
Dean RusseU Prizes in Neurosciences and Mind.
Ramiro Arellano
Robyn Pugash
Lange Awards
Rob Grimshaw
Catherine Hayward

Third Year
The Leonard Sutcliffe Memorial Scholarship
- to the student with the highest academic standing
in third year
Ann Huang
The Martin and Mary LeBold us A ward
- to the most outstanding clerk in third year ($500)
Elizabeth Heller
The Charles E. Frosst Medical Scholarship
. .
- to the third year student showing the most prom1se m
Therapeutics ($500 and a bronze medal).
Sharon Walmsley
The Class of 1951 - Frank R. Clegg Award
.
.
- for the student showing the best balance of h1gh standmg ,
compassion and commitment ($450) .
Ann Huang
The Dr. I. W. Mann Award
.
.
..
_ to a student showing superior achievement m Fam1ly Med1cme
and demonstrating personal monetary need ($700).
Dave Harrison ($350)
Robert Parnell ($350)

The Carleton C. Whittaker Memorial Scholarship in Psychiatry
- to a student with high standing in Psychiatry and other
evidence of interest in the subject ($425).
Katherine Paton ($312.50)
Karen Pellar ($312.50)
The John C. Rathbun Memorial Prize in Paediatrics
.
- to the third year student who receives the high~st ~valuatiOn
at the completion of his Clinical Clerkship in Paed1atncs ($225).
W. Alan Bennett
The Bristol Prize in Medicine
- to a third year student on the basis of meritorious performance
in Clinical Medicine (books to the value of $125).
Brian Feagan
The C. C. Ross Memorial Prize in Surgery
- to a third year student showing the most proficiency . ..
in Surgery ($175) .
William Dawson
The Lange A ward
- to two outstanding students.
Chris Cobourn
Laurie Scaldwell

Fourth Year Medicine
The Medical Alumni Gold Medal
- to the student graduating with the highest aggregate marks
during the full course (4 years) . Gold medal.
Philip Anthony Marsden .
The Alpha Kappa Kappa Gold Medal
- to the student with the highest standing in the final year.
Gold medal.
Philip Anthony Marsden .
The Dr. F. R. Eccles Scholarship
- to the student obtaining the highest standing in the final year.
$1200 (awarded 1-10 years after graduation for Postgraduate
study outside of Canada) .
Philip Anthony Marsden .
The Dr. GlenS. Wither Memorial Award
- to the final year student demonstrating the highest attributes
of the physician- integrity , concern for the patients , compassion ,
and a devotion to the profession . $1 ,000.
Vladimir Sluzar.
The Robin Middleton Memorial Award
- to the student who , in the opinion of the classmates and
faculty , has been a medical student of moral worth , who has
contributed to the life of the students and who shows promise
of being an outstanding practicing physician. $825.
Ross Walker
The John William Rohrer Memorial Award
- to the final year student who has contributed the most
significantly to the improvement of all aspects of the lives of
the undergraduate medical students - academic , social
and personal. $700.
Ron Long .
The Bill Mood Memorial A ward
- to a member of the graduating class who has demonstrated
a breadth of interests , both academic and non-academic , and
who , in the opinion of his/ her peers is felt to have the
professional and personal attitudes important in pursuing a
successful career in family practice. $500.
Glen Percy.
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The Class of '55 Prize
- to the student showing outstanding promise in the practice of
Clinical Medicine. $575.
John Linwood Craven.
The Kingswood Scholarship
- to the student considered most proficient by the authorities
of the University. $300.
Philip Anthony Marsden.
The Class of 1917 Prize
- to the student keeping the best case records on patients on
the wards and in the out-patient departments. $250.
Paul Philip Koonings.
The Roche Scholarship
- based on proficiency , progress and leadership in the final
two years. $50.
Barbara Jane Crisp.
The Lange Awards, Fourth Year
- to each of two outstanding students. (four books each)
Mark Christopher Mason
Brian Mark MacKenzie
The Dr. Archibald McCausland Memorial Prize in Psychiatry
- to the student achieving the highest standing in Psychiatry.
S425.
Ronald William Collins.
The R.A.H. Kinch Prize in Community Medicine
- to the student demonstrating the greatest competence in the
community aspects of medicine. $375.
Robert Walter Basilij .
The J. B. Campbell Memorial Scholarship in Medicine
- to the student obtaining the highest marks in Medicine &
Clinical Medicine in the final year. $375.
Vladimir Stephen Sluzar
The Dr. Fred N. Hagerman Memorial Prize in Surgery
- to the student showing the greatest merit in Surgery during
third and fourth years. $350.
Peter James MacDonald

The W. H. McGuffin Scholarships in Radiology
.
- awarded to medical students of any year having an arttcle
accepted for publication in the U.W.O. Medical Journal o~ _a
subject pertaining to Diagnostic Radiology or Nuclear Medtcme.
$275.
Dean Philip Berthoty
The Dr. Henri Breault Award
- to the fourth year student who receives the highest evaluation at
the completion of a fourth year elective or selective in Paediatrics.
Philip Lorne Hooper
The Elena B. Wolf Memorial Awards
- awarded annually for the best essay in cancer research. $225.
Michael Clarence Monture.
The Ivan H. Sinith Memorial Prize
- to the student demonstrating outstanding interest in
Radiation Oncology. $250.
Anthony Miniaci
The Radiologists of Western Ontario Award in Diagnostic Radiology
- to the student showing the best standing and achievement in
Diagnostic Radiology throughout the medical curriculum. $200.
Paul Marshall Voorheis
The Abbott Prize in Anaesthesia
- to the student showing outstanding interest in the specialty
of Anaesthesia. $150.
John Roberts Walker
The National Council of Jewish Women Award in
Obstetrics & Gynaecology
- to the student showing the greatest merit in Obstetrics &
Gynaecology during third and fourth years. $50.
Glen Howard Percy.
The Homer Medal in Ophthalmology
- to the student showing the highest proficiency in
Ophthalmology. (Silver Medal)
William Ross Andrews.
The Homer Medal in Otolaryngology
- to the student showing the highest proficiency in
Otolaryngology. (Silver Medal)
David Scott Collins.

The U.W.O. Medical Journal gratefully acknowledges donations from
the following companies for the Journal's 1981-1982 operating year:
Beecham Laboratories
Ciba Geigy Canada Ltd.
Hoffman-LaRoche Ltd.
Merck Frosst Laboratories
Ortho Pharmaceutical (Canada) Ltd.
G. D. Searle and Co. of Canada, ltd.
Smith Kline and French Canada Ltd.
Sterling Drug Ltd.
Squibb Canada Inc.
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The Brand New Testament of Medicine (1986)
or, The World According to Zarnke
by Kelly Zarnke, Meds '86

Chapter 1
IN the beginning, something created the
heavens and the earth. And no one knew
what this thing was , other than those that
did.
2. And from all this, the Lord stepped
forth and set himself down upon a picnic
table outside of the U .H. cafeteria. And he
didst observe:
3. And it came to pass that as he was
sitting, he didst see many a person who liked
to do little , to enjoy the fine arts, and to
drink copious amounts of alcohol.
4. Then the Lord aroseth and ventured
forth to the Natural Science Cafeteria to
grabeth a cup of coffee, but he didst find it
empty. So he didst beckon forth to yon English
student, saying, why forth art my science
halls empty?
5. But needeth he not an answer, for he
saw the Sciences to be strange and deviant
subjects and not of interest to normal humans.
6. So the Lord reached forth into the nuclei
of many a sperm cell and causeth the chromosomes to be thusly rearranged. And the nature
of a multitude of people was henceforth
changed , so that from this day forth, they
would talketh only about atoms, molecules,
Newton's Second Law and getting drunk.

7. And from this multitude , he choseth
another group. And he didst warpeth and
twisteth their minds further , using the scissor
technique , such that they threweth away
their Coleridge and Nietzche books and
brought forth many thoughts of medicine,
and little else , for there was not time.
8. And the Lord looked down uponst all
this from the U.H. heliopad and saw that it
was good. So he satteth himself down and
had himself a smoke , not realizing that it
was probably carcinogenic.
9. But whilst the Lord didst sit , it came to
pass that a helicopter didst land and spew
forth many a doctor to warn the Lord of his
bad habit.
10. And, Behold, He grewth angry for
being criticized thusly, and didst sayeth, From
this day forth shall I annually bring together
groups of people , calling them Medical
students and condemn them to many years
of difficulties and suffering, drowning in books
and knowledge. And it was so.
11. And it came to pass, that in the year
1982, there was born a group , brought forth
from the corners (and bowels) of the Earth.
And the Lord didst call it Meds '86 and saw
that it was good. And they were so good that
he didst see to it that Histology, Biochemistry,

and Physiology exams were made exceedingly
difficult to ensure they would remaineth
there for a great length of time.
12. And from this multitude there arose a
great leader. And he was callethed John
Ross.
13. And he didst ascend to Presidency, in
the image of Ronald Reagan . And he didst
also win the squash tournament , so great
were the lengths of his arms.
14. Also , there aroseth from the multitude
a small group , under the power of a power
and they didst delve forth into the studies of
Tachycardia and saw that it was an evil
thing. And they were sore afraid.
15. And it was decided that they should
be serious, and bring forth a conscientious
study of homosexuality in the image of "Not
a Love Story" and it should be called "The
Three Husky Queers". And it was so.
16. And it came to pass that among this
class , many things didst happen, and many
other things didst not. And of these things
that didst happen , some kneweth of them
and others kneweth not. And of those things
that happened not , no one kneweth, other
than those that didst. And this was good.
17. Thus endeth the first chapter.

Announcement

Announcement and
Call for Papers
SYSTED 83 - International Conference
on Systems Science in Health-Social Services
for the Elderly and the Disabled.
Montreal, Bonaventure Hotel
July 10-16, 1983
Contact:
C. Tilquin, E.R .O.S.,
Suite 501,3535 Queen Mary ,
Montreal, H3V 1H8
Telephone: (514) 343-5973

74th Annual Conference
Canadian Public Health Association
Hotel Newfoundland
St. John's, Newfoundland
June 1-3, 1983
Sharing for Success is the theme for the 74th
Annual Conference, to be held in St. John's,
Newfoundland , June 1-3, 1983.
The importance of sharing takes on increased significance in times of economic
constraint and reassessment of societal values.
The definition and solution of health problems
will benefit by the joint efforts of the public
and the health professions , toward the very
essence of our purpose, that of prevention.
Jorge Segovia, MD , MPH , Chairperson
Scientific Program Committee
c/ o Canadian Public Health Association
1335 Carling Avenue
Suite 210
Ottawa, Ontario K1Z 8N8
Phone: (613) 725-3769

Announcement of
Conference on
Hyperbaric Oxygen
The Eighth Annual Conference on Clinical
Application of Hyperbaric Oxygen will be
held June 8-10, 1983 at Memorial Hospital
Medical Center, Center for Health Education ,
Long Beach , California.
This clinically oriented conference will
discuss the currently accepted uses of hyperbaric oxygen in plenary sessions , and will
also include original papers , workshops ,
sound slides , scientific and commercial
exhibits.
For further information , contact: Michael
B. Strauss, MD , Program Chairman , Baromedical Department, Memorial Hospital
Medical Center, 2801 Atlantic Avenue,
Long Beach , CA 90801-1428.
Phone: (213) 595-3613.
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Treatment of Memory Loss
by Bhooma Chandna, Meds '85

population and the prevalence of senile
dementia make it important to elucidate the
mechanism of memory loss and its treatment.

Drs. R. T. Bartus, R. L. Dean III , B. Beer
and A. S. Lippa as part of a Lederle C.N.S.
Research Department Program found recently that memory loss is reversed by drugs
which potentiate acetylcholine.
The memory loss of old age is thought to
be due to disruption of cholinergic stimulation
in the C.N.S. The condition of old age was
thus produced in young mice, rats and
monkeys by giving them anticholinergics.
The extent of loss was found by measuring
the length of time over which animal subjects
were able to remember the appropriate bar
pressing response to achieve positive reinforcement.
Enhancement of cholinergic brain function
by using certain drugs was found to reverse
the induced memory loss.
The shifting age of the North American

"Bobo", a 47-year-old male monkey (Cebus
capucinus) who is helping Lederle Laboratories' researchers study memory impairment,
is believed to be the oldest documented
monkey alive. His human age equivalent is
more than 120 years old. Like most monkeys
over 20 years old, Bobo exhibits impairments
in recent memory which are conceptually
similar to those of many elderly people.
Researchers at Lederle Laboratories' Central
Nervous System Research Department, Pearl
River, N.Y. , are studying causes and methods
for treating memory impairment and other
age-related dysfunctions.

Laser Beams and Atherosclerosis
by Alane Bell, Meds '85
According to researchers at tl}e University
of California, the incidence of stroke and
heart attack may be drastically reduced in
the future by a procedure using laser beams.
Lasers and optic fibres are now being used
for a variety of diagnostic and surgical
techniques and, says Garret Lee (director of
the cardiac catherization lab at the university)
will likely be the surgical tool by the end of
the decade with the technique now being
developed. It will , for example , be possible
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to thread a catheter of superfine glass fibres
from an insertion in the thigh up to the aorta
and in the coronary arteries. Whil~ the path
of the catheter is monitored by X-ray the
interior of the vessels traversed will be
observed by way of a connection between a
T .V. monitor and the end of the fibre bundle.
When atherosclerotic plaques are encountered laser light will be emitted from the
optic fibres to vaporize these. The range of
the vaporization will be a few millimeters.

The technique is being refined on cadavers
of people who died as the result of blockagerelated diseases. Experiments on animals
fed on high cholesterol diets to induce plaque
growth are scheduled for this year. Lee's
prediction is that, ultimately, the procedure
will be a relatively simple one administered
on an outpatient basis.

Reference: Science Digest,June, 1982.

Class News

Meds '83

Meds '85 News

For half of you guys you'll just be returning
from various parts of the world after spending
a much needed vacation , I mean elective,
away from the halls of London's hospitals.
Believe me , not much as changed since you
left; I'm sure those of us who remained in
London will agree that the cafeteria food is
still the same , the parking situation is worse
and there isn't a great deal of difference
from being a third year clerk and a fourth
year one.
But all kidding aside , I am supposed to
use this space to fill you in on the upcoming
events, etc. A lot of these things have been
mentioned in my newsletter to the class - but
for those who never pick up their mail .. .
To start things off, we'll be holding a pub
on Thursday , December 9 at Great Hall.
Anyone interested in helping out, let me
know. Then Saturday the 11th will be our
class Christmas party in Room 251. Details
about gift exchanges , etc. will be going out
later. Another important date not to miss is
Friday , December 17 - which is the 3rd
and 4th year party to be held at the CanadianGerman Club. Tickets are $12.50 per person
and you may purchase them from me at any
time. That pretty well covers December but hold on to your hats - 'cause January
will be packed with a lot, too. Tachy starts
on January lOth. Feurgy has the tickets. We
are in the process of writing the 4th year
classic now. You'll be pleased to know that
- because of technical difficulties in the
last two years - we decided that a film
would be more of a headache than it was
worth . Rehearsals start in December.
Also, you have to look forward to the
O.M.A. meeting at the Hunt Club sometime
after Tachy, a cross-country ski day , a pub
crawl through London .. . hitting the worldfamous Shark's Bar, and last but not leastFriday's .happy hours. Oh , by the way there
is a women's U.W.O. squash tournament on
January 22nd at Western ... just in case you
were interested!!?!!
So, I guess it's time to dust off our textbooks
and sharpen our pencils as we return to the
classroom after a 16-month break from it all
... some break, eh?! I can't say that I'm
looking forward to sitting in the classroom
again , but I'm looking forward to not taking
any calls at night, being home for dinner . ..
let alone time for lunch. In retrospect I can
honestly say that I won't miss the O.P. clinic
or the elective admission at all! I'm looking
forward to seeing you all.
Jan Pasieka, Meds '83

Once again the slimy, slanderous soliloquies
J:>egin and it'll hurt us more than it'll hurt you.
Now that we have "passed" through another
typical set of examinations we are hopefully
able once again to philosophize over our
fickle fates, fraternize at festive functions
and fondle febrile fantasies . . . Finally!
Orientation went down very smoothly with
Bold Fingers keeping their hands on their
own instruments long enough to keep patrons
(that's a fancy word for drunks) on the dance
floor hoofin' and not under the table woofin'.
Fanshawe was another big success with
somewhat dubious techniques being employed by both sides of the table in the boat
races. But naturally maturity and wisdom
prevailed (plus the fact that Champ kept his
beer down for a change) and '85 staggered to
victory.
Three exams later (and how many sleepless
nights Mike?) - Oktoberfest rolled around .
Wunderbah! Ziggy zaggy ziggy zaggy Oi Oi
Oi!!! Shags managed to grab hold of the
microhpone , evading the flying feet of the
polka faggots long enough to proclaim his
true love to one and all. Scrags on the other
hand , had one hand around a cold beer and
the other around a warm .. .? Anyway, Dana
set aside his usual diplomacy long enough to
verbally dazzle the biggest men in blue that
we've ever seen. Stu and the boys in bus #1
did manage to clean the back windows of
the bus - a job well done! And well appreciated by the girls in bus #2. P.S. did her
job for public relations, Schneiders provided
the food and she had a very intimate and
sudden conversation with the floor. A.V .,
V.K. and P.S. checked out the woods for
poison ivy, G. J. and Mad Dog checked out
the woods for A.V ., V.K . and P.S. while the
rest of the line up "widdled" away the time
and Shags' bladder was eternally grateful.
Back at the ranch, class carried on and Dr.
Ritby discussed bugs, slugs, drugs , germs,
worm and fecal follies. Dr. Valentine presented further festering fecal follies , Dr. Cook
presents more motherhood from the macho
Masculin man and the opthamology clinicians: are they really having a competition
to see who can produce the largest vomitus
per slide? Dr. Sinclair, well ... urn ... but
then again there are two . .. sorry, three , urn
one? Well ... what , time's up? And finally ,
Dr. "sex cinema" Silcox assigned homework
that we won't be taking home to mother.
Seriously now - we are all honoured by his
acceptance as honorary class president. Hope
he can stand us.

Then came Hallowe'en. UH B was scary ,
velly scary. Oooooohhhhh! There were green
haired punkers (we're still wondering whether
they're 'true green'), crayons, beer cans big
enought to quench Dino's thirst ,path profs ,
baseball players , superman and even a cyst
passer (CP - get it!) . Hallowe'en never
looked so good.
On to class sports. Self-explanatory but
mention is mandatory- LOSERS!! Following a ?: 1 defeat on the ice Rooney still sports
his moustache (he's getting really cocky now ,
he's trying to grow a beard) which seems to
be about the only sure bet with this team.
Thanks to A vy's shorts the soccer team was
'driven' on to a late season playoff rally but
once again the class colours shone through
and eventually - losers. Basketball and
squash would be nothing short of successful
in comparison to our stars on ice.
Now for pseudo-sports ; Killer K. W.
discovered the new sport of Guelph bashing
but there doesn't seem to be a witness
Ken . ..
Tachy is gradually becoming airborne but
it's a long way from under the table. The
hosers have returned to more 'sudsey pastures', Fuskin has washed his pants and we
think that Av has found what she was looking
for. This year's production sports a different
gang, the Peanuts gang presenting: You're
a Good Doc Charlie Brown.
Now what you've all been waiting for , the
subject for which the class has the least
class: Incest! Of course there's the moldy
oldies. E.F. and M.B. are still attached at
the waist (although now they're official) ,
P.P. and K.W. are still going strong but he
must get tired of being looked down upon.
D.W. and J.L. : seems like one good fire led
to another , eh Dale? A.T. and J.H . have
gone from subtlety to symbiosis without
passing through sin (yet .. .).
Over the summer the fallen few include:
L.M. who changed her name to L.T. (or was
it his name to B.T. ?) has gone from head
nurse to head of the kitchen , "Kiss my feet
Lois! " R.S. and C.S. tied the knot (learn
alot about 'french ' over the summer Ron?),
J.J. and L.J . took the plunge - he's written
the MCAT and now she has to write the
JCAT (figure that one out!). The 'beautiful
couple' of the year goes to W.V. and S.B. eat your heart out "Man from Glad", and
you too Miss Universe! And now for the
neophytes at the game of subtlety. Or, how
to pass from being neophytes to having
neonates. Marathon man (D.T.) has finally
caught up with A.B. They've gone from
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discretion to obsession , and they still think
no one's noticed. P .K. decided that volleyball
wasn't nearly as interesting asS & M, sorry ,
S.M. We sould speculate that there is some
foul play going on here but we really shouldn't
'spike' our comments and do them a 'disservice' (hissss! ) We hear that Rufus (G .D.)
has a very good working relationship with
the girls of Vancouver. Since our defamation
of character is broader than facts would allow
we might as well relay our suspicions abou~
J.P. and B.L. More in later chapters ...
And now (but you thought I'd forget D.M.) ,
about that certain couple wo really think
they're fooling everyone. D.T . noticed the
first signs that the 'citizen' had fallen for the
'rebel' and his suspicions were confirmed by
all who witnessed the disgusting display of
outright emotion at Oktoberfest.
My God! Will D.M . EVER regain his
composure . . . , will V.K. ever regain her
squash game ... ? Tune in next time! On to
bigger things , and some things are certainly
getting bigger. Is it edema? Too much salt?
No! If you haven't heard (or JLPG hasn't
told you) . . . JLPG and CG are now expecting
their second neonate (we think). Congratulations.
Well , despite the extreme enjoyment we
have had in defaming as many of your
characters as possible, all good things must
come to an end . Be careful , for we are omnipresent .. . omnipotent and also, oligocerebrally yours.
The Cynic and The Censor, Meds '85

Meds '86 News
Here we are live from the Elbow Room ,
after all . .. "Let's get our priorities straight"
(Excuse our paraphrasing, Jackie).
Despite some hepatomegaly, anastomosing
interdigitations, misplaced glycosaminoglycans and a few FLK's (funny looking kids)
we sure do have one hell of a class ... "Six-oh
and go! Six-oh and go!" they shouted from
the back row. If Francis Chan says we don't
have to know that nerve - then it doesn't
exist. Just tell us what to memorize - we
don't want concepts.
We can't say much for academics, but we
have every sport covered : football , volleyball ,
hockey , volleyball, basketball, ghost soccer
(Paul , what happened to our team?), andvolleyball. Oh yes , Scott Meyer - captain
of the nookie , nookie , nudge , nudge, wink,
wink team - renowned as a man who has
more images than a carnival mirror. By the
way , what is in your briefcase? And Dale,
judging from the crowd of females (both cis
and trans) around the picture menu in the
hall, maybe they want to be a Pepper , too.
Our class fund is growi ng thanks to the
honourable donations of $35.00 a shot (minus
$5.00 for a helping hand from certain Greeks
in the class) - we could be making the class
of Meds 2007!
Dis-integrative Bore-ology - we know
you're dying to hear the latest scoop There was a young kid who looked funny
Whose bad genes in the family did runny

But Valentine did not balk
"He's a chip off the old block,
Generic boo boos is how I make money."
So much for LB .
It's time to straighten up for tomorrow,
our friends (?) in the Anatomy lab await.
We'Ll keep you posted.
Meds '87 (We expect a five-oh and no go.)

Arthur, Marion
St. Joseph's Hospital
268 Grosvenor Street
London , Ontario N6A 4V2
Atack, Barry
Victoria Hospital
375 South Street
London , Ontario N6A 4G5
Basilij, Robert
Calgary General Hopsital
841 Centre Ave. East
Calgary , Alberta T2E OAl
•Family Medicine
Baxter, Steve
Memorial University
St. John's , Newfoundland AlB 3V6
Beard, Cynthia
McMaster University Integrated Program
1200 Main St. W.
Hamilton , Ontario L8N 3Z5
• St. Medicine

Beauchene, Robert
St. Joseph's Hospital
268 Grosvenor Street
London, Ontario N6A 4V2
Beck , Dave
Q~een's University Integrated Program
Kmgston, Ontario
*Family Medicine
Berthoty, Dean
North York General Hospital
4001 Leslie Street
Willowdale, Ontario M2K tEl
Bologna, John
St. Joseph's Hospital
268 Grosvenor Street
London, Ontario N6A 4V2
Bowler, Blake
Ottawa Civic Hospital
1053 Carling Avenue
Ottawa, Ontario KlY 4E9
*Rotating & Mixed

"Gesundheif.,

Junior Internships
1982 Graduates

(*Rotating unless otherwise stated)
Allen, Susan
U.W.O. Integrated Program
London , Ontario
• St. Medicine
Andrews, Bill
Beth Israel Medical Centre
10 Nathan D. Perlman Place
New York, N.Y.
• St. Medicine
Anello , Frank
U.W.O. Integrated Program
London , Ontario
•Family Medicine
Antoniak , Greg
Royal Columbian Hospital
330 East Columbia St.
New Westminster, B.C. V3L 3W7
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Bowles, Jean
U.W.O. Integrated Program
London , Ontario
•Family Medicine
Brown, Stephen
St. Michael's Hospital
30 Bond Street
Toronto , Ontario M5B 1W8
*Rotating & Mixed
Brownstone, Faye
U.W.O. Integrated Program
London , Ontario
*Family Medicine
Brownstone, Desi
Victoria Hospital
375 South Street
London, Ontario N6A 4G5
Chemiak , Victor
Regina General Hospital
1440- 14th Avenue
Regina, Saskatchewan
Clarke, Dave
Victoria Hospital
375 South Street
London , Ontario N6A 4G5
Collins, David
U.W.O. Integrated Program
London, Ontario
•st. Medicine
Collins, Ron
U.W.O. Integrated Program
London , Ontario
*Family Medicine
Coop , William
St. Paul's Hospital
1081 Burrard Street
Vancouver, B.C. V6Z 1Y6
Craven, John
Victoria Hospital
375 South Street
London , Ontario N6A 4G5
*Mixed
Crawford , Ian
U.W.O. Integrated Program
London, Ontario
*Family Medicine
Cripps , John
Dalhousie University
Integrated Training Program
Halifax , Nova Scotia B3H 4H7
•st. Medicine
Crisp , Barbara
Vancouver General Hospital
855 W. 12th Avenue
Vancouver, B.C. V5Z 1M9
*Family Medicine
Dahmer, Joan
Montreal General Hospital
1650 Cedar Avenue
Montreal, Quebec H3G 1A4
*Rotating & Mixed
Dayus, Lisa
U.W.O. Integrated Program
London, Ontario
*Family Medicine

Denstedt, John
Victoria Hospital
375 South Street
London , Ontario N6A 4G5
Derksen , Ken
North York General Hospital
4001 Leslie Street
Willowdale , Ontario M2K lEI
*Family Medicine
Devito, Isabella
Ottawa Civic Hospital
1053 Carling Avenue KlY 4E9
*Rotating & Mixed
Flowers, Michele
U.W.O. Integrated Program
London , Ontario
•st. Medicine
Galland, Conrad
St. Joseph's Hospital
268 Grosvenor Street
London , Ontario N6A 4V2
Gaspar , Laurie
Degree will probably be granted at
Fall Convocation, October, 1982.
Gibson , John
Victoria Hospital
375 South Street
London, Ontario N6A 4G5
Gow , Barbara
Queen's University Integrated Program
Kingston , Ontario K7L 3N6
*Family Medicine
Graf, Sieglinde
Ottawa Civic Hospital
1053 Carling Avenue K1Y 4E9
*Rotating & Mixed
Graham , Dave
U.W.O . Integrated Program
London , Ontario
*Family Medicine
Gray, Kathy
Toronto East General &
Orthopaedic Hospital
825 Coxwell Avenue M4C 3E7
Hawthorne, Diane
U.W .O. Integrated Program
London , Ontario
*Family Medicine
Hooper , Philip
U.W.O. Integrated Program
London , Ontario
•st. Medicine
Jakab , Emery
Henry Ford Hospital
2799.W. Grand Blvd.
Detroit, Ml 48202
•surgery
Kernaghan, Gillian
U.W.O. Integrated Program
London , Ontario
*Family Medicine
Koonings, Paul
Los Angeles County Hospital
1200 N. State Street
Los Angeles , California 90033
•st. Ob Gyn

Kruger, Gordon
Victoria Hospital
375 South Street
London , Ontario N6A 4G5
Kuchtaruk , Andrew
Ottawa Civic Hospital
1053 Carling Avenue KlY 4E9
*Family Medicine
Laidley , Daniel
Toronto General Hospital
101 College Street M5G 1L7
• St. Medicine
Lewis , Jim
St. Joseph's Hospital
268 Grosvenor Street
London , Ontario N6A 4V2
Long, Ron
Royal Columbian Hospital
330 East Columbia Street
New Westminster , B.C. V3L 3W7
Macdonald , Peter
Royal Columbian Hospital
330 East Columbia Street
New Westminster, B.C. V3L 3W7
MacKenzie , Brian
The Wellesley Hospital
160 Wellesley Street, East M4Y 113
• St. Medicine
MacLean , Susan
St. Joseph's Hospital
268 Grosvenor Street
London , Ontario N6A 4V2
MacPherson , Bruce
Mount Sinai Hospital
600 University Avenue M5G 1X5
*Rotating & Mixed
Marsden , Philip
St. Michael's Hospital
30 Bond Street
Toronto , Ontario
M5B 1W8
*Rotating & Mixed
Martin , Lome
North York General Hospital
4001 Leslie Street
Willowdale , Ontario M2K 1E1
Mason , Mark
Toronto East General &
Orthopaedic Hospital
825 Coxwell Avenue M4C 3E7
McAlister , Ken
Vancouver General Hospital
855 W. 12th Avenue V5Z 1M9
*Family Medicine
McCormick , Charles
St. Joseph's Health Centre
30 The Queensway
Toronto , Ontario M6R 1B5
McNeil , Brian
St. Joseph's Hospital
268 Grosvenor Street
London , Ontario N6A 4V2
Mertens, Wilson
U.W.O. Integrated Program
London , Ontario
• St. Medicine
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Miletic, Mike
U.W.O. Integrated Program
London, Ontario
*Family Medicine
Miniaci , Anthony
Victoria Hospital
375 South Street
London , Ontario N6A 4G5
*Mixed
Monture , Mike
U.W.O. Integrated Program
London , Ontario
*Family Medicine
Morlock, Scott
Royal Jubilee Hospital
1900 Fort Street
Victoria , B.C. V8R 118
Morse , Peter
Scarborough General Hospital
3050 Lawrence Avenue East
Scarborough , Ontario MlP 2V5
Muirhead , Bill
University Hospital
339 Windermere Road
London , Ontario N6A 5A5
O'Brien , Richard
Dalhousie University
Integrative Intern Training
Halifax , Nova Scotia B3H 4H7
Peacock , Margaret
U.W.O. Integrated Program
London , Ontario
*Family Medicine
Percy , Glen
U.W.O. Integrated Program
London , Ontario
*Family Medicine
Pileggi, Lee Anne
Scarborough General Hospital
3050 Lawrence Ave. East
Scarborough , Ontario MlP 2V5
Plosker , Shayne
Toronto East General &
Orthopaedic Hospital
825 Coxwell Avenue M4C 3E7
Pubben , Mary Ann
North York General Hospital
4001 Leslie Street
Willowdale, Ontario M2K lEl
*Family Medicine
Rea , Joseph
Ottawa General Hospital
501 Smyth Road
Ottawa, Ontario KlH 8Ll
*Rotating & Mixed
Richardson , Don
Toronto East General &
Orthopaedic Hospital
825 Coxwell Avenue M4C 3E7
Riddell , Douglas
St. Michael Hospital
30 Bond Street
Toronto , Ontario M4B 1W8
*St. Surgery
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Robison , Jean
Dalhousie University Integrated
Intern Training Program
Halifax , Nova Scotia B3H 4H7
*Family Medicine
Rossi , Chris
Ottawa Civic Hospital
1053 Carling Avenue KlY 4E9
*Family Medicine
Salter, Mike
Department of Neurophysiology
McGill University
3655 Drummond Avenue
Montreal , Quebec
Scarfone , David
North York General Hospital
4001 Leslie Street
Willowdale , Ontario M2K lEl
Schumacher, Albert
Ottawa Civic Hospital
1053 Carling Avenue Kl Y 4E9
*Rotating & Mixed
Shalom , Jim
U.W.O. Integrated Program
London , Ontario
*Family Medicine
Shaw, Chris
Royal Columbian Hospital
330 East Columbia St.
New Westminster, B.C. V3L 3W7
Simrod , Eric
Henry Ford Hospital
2799 West Grand Blvd.
Detroit, Michigan
Sischek , Bill
Ottawa Civic Hospital
1053 Carling Avenue KlY 4E9
*Rotating & Mixed
Sluzar, Vladimir
Toronto Western Hospital
399 Bathurst Street M5T 2S8
*St. Medicine
Stanley, Ron
Ottawa Civic Hospital
1053 Carling Avenue KlY 4E9
*Rotating & Mixed
Stobbe, Karl
Queen's University Integrated Prdgram
Kingston , Ontario K7L 3N6
*Family Medicine
Stuart, Philip
St. Paul's Hospital
1081 Burrard Street
Vancouver , B.C. V6Z 1Y6
Tokarewicz, John
U.W.O. Integrated Program
London , Ontario
*Family Medicine
Tsoulis, Catherine
McMaster University Integrated Program
1200 Main Street West
Hamilton , Ontario L8N 3Z5
• St. Psychiatry
Van Hoof, Shirley
Victoria Hospital
375 South Street
London , Ontario N6A 4G5

Ventresca, Mario
University Hospital
339 Windermere Road
London, Ontario N6A 5A5
Voorheis, Paul
St. Paul's Hospital
1081 Burrard Street
Vancouver, B.C. V6Z 1Y6
Walker, Ross
Queen's University Integrated Program
Kingston, Ontario K7L 3N6
• St. Surgery
Walker, Rob
Victoria Hospital
375 South Street
London , Ontario N6A 4G5
Wallace , Thomas
Royal Columbian Hospital
330 East Columbia Street
New Westminster, B.C. V3L 3W7
Warren , David
U.W.O. Integrated Program
London , Ontario
*Family Medicine
Webster , Ed
Saskatoon City Hospital
Queen St. & 7th Avenue
Saskatoon, Sask. S7K OM7
Wheeler , Douglas
Memorial University
St. John's, Nfld . AlB 3V6
*Family Medicine
Wilkins , Doug
Ottawa Civic Hospital
1053 Carling Avenue KlY 4E9
*Rotating & Mixed
Wilkinson , Mark
Victoria Hospital
375 South Street
London , Ontario N6A 4G5
Wytsma , Richard
Victoria Hospital
375 South Street
London , Ontario N6A 4G5
Zilli, Cheryl
University Hospital
339 Windermere Road
London , Ontario N6A 5A5
Ziter , Dale
North York General Hospital
4001 Leslie Street
Willowdale , Ontario M2K lEI
*Family Medicine
Degree of Doctor of Medicine was granted to
these students at Convocation on June 7, 1982.

Placement of Interns
Class of '82

ONTARIO
London
St. Joseph's Hospital
University Hospital
Victoria Hospital
U.W.O. - Family Medicine
- St. Medicine
Total for London
Toronto
Mount Sinai Hospital
North York General
North York General Family Medicine
St. Joseph's Health Centre
St. Michael's Hospital
St. Michael's Hospi talSt. Surgery
Scarborough General
Toronto E. Gen. & Orthopaedic
Toronto General - St. Medicine
Toronto Western
The Wellesley Hospital St. Medicine
Total for Toronto

7
3
12
16
5
43

1
3
3
1
2
1
2
4
1
1
1
20

Hamilton
McMaster - St. Medicine
St. Psychiatry
Total for Hamilton

1
1
2

Kingston
Queen's Integrated Program
- Family Medicine
- St. Surgery
Total for Kingston
Ottawa
Ottawa Civic
Ottawa Civic - Family Medicine
Ottawa General
Total for Ottawa

3
1
4
7
2
1
10

QUEBEC
Montreal General
NOVA SCOTIA
Halifax
Dalho usie
Dalho usie - St. Medicine
Dalho usie - Family Medicine
Total for Halifax

NEWFOUNDLAND
Memorial
Memorial - Family Medicine
Total for Newfoundland
SASKATCHEWAN
Saskatoon
Saskatoon City Hospital
ALBERTA
Calgary
U of Calgary - Family Medicine
BRITISH COLUMBIA
New Westminster
Royal Columbian
Vancouver
St. Paul 's Hospital
Vancouver General
- Family Medicine
Total for Vancouver

1
1
1
3

1
1
2

5
4
2
6

Victoria
Royal Jubilee
U.S.A.
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The Dean Salutes The Journal
by Dave Matthews, Meds '84

HIS messenger somberly handed me the
envelope ... "It's from the Dean ," he said in
a cold voice which turned the blood in my
veins to F .F.P. (fresh frozen plasma).
I sat trembling in my seat staring down at
the small, white envelope, while beads of
sweat formed on my forehead. It bore only
my name, written in Belle's familiar hand .
So this was it. Barely two weeks past the
l.C.C. exam, and the letter was here already.
Or perhaps they'd discovered that white lie
on my application to meds regarding my
premarital activities.
My heart pounded as with quaking hands
I tore open the envelope in a single violent
motion! My eyes flasl!ed as they quickly
transmitted the message within ...

vited ...
e and Cheese party
leb~ate the work of the
Medtcal Journal in 1981-82
Now that I have your attention , it's my
pleasure to report o n that gathering, which
was held on April 29th of this year.
In past years , the Journal did not always
make it into the hands of you, o ur eager
readers , on a regular basis due to numerous
factors. During the 1981-1982 year, however,
the Journal (did you notice the strange
similarity between our name and the so-called
news hit show on CBC - take the Miss

copycat Frum!) published , count 'em, four
issues!
The Dean, showing his usual excellent
judgement, decided that this milestone called
for a wine and cheese party for all contributors
to the year's Journal.
The get-together was held in Room 213,
University Club of London, in Somerville
House. Our host, the Dean , personally greeted
each one of us , and made sure that all felt
welcome. I took my usual stationary position
(beside the bar) as the Dean made his opening
remarks.
He spoke about the difficult times that
the Journal had been through , and of how
pleased he was with the results of the year's
hard work.
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As I listened , I washed down a few morsels
of excellent cheese with a cool mouthful of
Colle AI bani , then , surreptitiously I thought ,
refilled my glass , as the Dean made his final
remarks , commending the staff and contributors for a fine job.
Cathy Hayward, outgoing Journal editor,
was the next speaker. She noted that during
her year as editor , many problems that had
plagued the Journal had been solved due to
increased communication and commitment
of the Journal staff, an increase in long-range
planning , and due to the moral and financial
support given by the Dean .

"I'll drink to that!" proclaimed an unidentified voice from somewhere very near the
bar.
The next speaker was Mike Northcott,
incoming Journal Editor. Mike spoke of his
desire to carry on the tradition begun by his
predecessor in having the Journal published
regularly and maintaining its high standards.
This brought to a close the formal talks
for the afternoon . Now , about my speech
. . . I'm told that the message I'd hoped to
impart came through loud and slurred. As I
recall , vaguely , I began by thanking the
outgoing editor for a job well done, and

then the Dean for a party well given, and
then each contributor for their really great
articles, and then Mrs. Wright for being
everyone's mom , and then .. .
Naturally, with each thanks I offered a
toast.
It seems to me that I asked whether this
was to be an annual event for the contributors
to the Journal, but I have a little difficulty in
remembering the Dean's answer.
In any case , I don't want to take any
chances , so here's my article for the 1982-1983
year, Mike.
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